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No doubt you would if you had practiced in 1876, 
when Eli Lilly and Company had just begun, 
—and the first incandescent light was still four years away. 


Then, the prescription term si non valeat, meaning if it does not avail, 
followed by an alternative recommendation, 
was appropriate to most of that era’s “remedies.” Since then, 
medical and pharmaceutical progress has developed the certainty of effect 
which you can expect—when you specify Lilly. 
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Sy, 
LANNIERSn | <>< lly ELI LILLY AND COMPANY * INDIANAPOLIS 6, INDIANA, U.S.A. 
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Chloromycetin 


MEANS EARLY RETURN TO NORMAL ACTIVITIES 


Continuity of treatment with well-tolerated CHLOROMYCETIN produces 
a rapid clinical response in a wide variety of bacterial, viral, and 
rickettsial diseases. Convalescence is smooth, and an early return of the 


patient to his normal activities may be anticipated. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) 

is supplied in the following forms: 
CHLOROMYCETIN Kapseals,* 250 mg., bottles of 16 and 100. 
CHLOROMYCETIN Capsules, 100 mg., bottles of 25 and 100. 
CHLOROMYCETIN Capsules, 50 mg., bottles of 25 and 100. 
CHLOROMYCETIN Ophthalmic Ointment, 1%, % ounce collapsible tubes. 


CHLOROMYCETIN Ophthalmic, 25 mg. dry powder for solution, 
individual vials with droppers. 
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in the second generation of achievement 


For thirty years Dryco has been building up a tradition in 

infant nutrition. It will be recalled that Dryco introduced vitamin 
enrichment by irradiation in infant foods. And today the 

Dryco tradition of excellence is based on maintaining high 

standards while keeping abreast of progress in nutritional science. 
Today, in a second generation, Dryco is proving its usefulness 

in normal infants...the prematures...the partially breast-fed...the mal- 
nourished or convalescent infant...the sick infant. In all these cases 
Dryco continues to show excellent results in terms of health and growth. 
Dryco is easily digested as it forms a soft, flocculent curd of 

small particle size in the infant’s stomach. 

An important Dryco advantage is its high-protein and low-fat 

which minimizes the possibility of digestive upsets caused by excessive 
fat, while assuring ample protein for satisfying growth. 

Dryco is made from spray-dried, pasteurized, superior quality whole and 
skim milk, providing 2500 U.S.P. units of vitamin A and 400 U.S.P. units 
of vitamin D per reconstituted quart. Thiamine and riboflavin are 
preserved largely by the spray-drying process. Only vitamin C need be 
added. Dryco also supplies more minerals, particularly more calcium, 
than a corresponding whole-milk formula. 

Each tablespoonful supplies 3114 calories. Readily reconstituted in 
cold or warm water. Available at pharmacies in 1 and 21% lb. cans. 


Write for complete professional literature and samples. 


Dryco 


a versatile base for “Custom” formulation 
Prescription Products Division 
The Borden Company, 350 Madison Avenue 


New York 17. 
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new edition of 


ing Recipes” 


aN 


RECIPES CUT CALORIES 23 TO 89 PERCENT 
wy) 


This 32-page booklet is crammed with appetizing, low-calorie recipes, 
all fully sweetened with SUCARYL,® the non-caloric sweetener that can 
be used just like sugar for a true, evenly blended, cooked-in sweetness. 
Double the size of the first edition, the new booklet includes a section 
on canning and freezing with SUCARYL, a feature especially important to 
diabetic patients. And with the many new cooked and baked dishes that 
have been added, a wide variety of low-calorie menus is readily available. 
These recipes save from 23 to 89 percent in calories—an average saving of 

43 percent—simply by using SUCARYL in place of sugar. 
To obtain a supply of these handy-to-use recipe booklets, just fill in and mail 
the convenient coupon below. Quick-dissolving SUCARYL Sodium tablets are 
available at pharmacies in bottles of 100 and 1000; SUCARYL Sweetening 


Solution, in either sodium or calcium form, is available in 
4-fluidounce bottles. Recipes use either tablets or liquids. 


ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


Without charge or obligation, please send me__ copies of 
the new, enlarged SUCARYL recipe booklet. 
SEND NOW 


For YOUR 


FREE SUPPLY 


(please print or write plainly» 


ADDRESS. 
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most effective and practical therapy 
in Rheumatoid Arthritis 


NCREASING supplies of CORTONE* now offer 
many physicians their first opportunity to 
prescribe this dramatically effective hormone. 
Extensive evidence based on three years’ 
clinical experience has shown that CORTONE 
controls both objective and subjective manifes- 
tations of rheumatoid arthritis in virtually all 
cases; in many of these patients, CORTONE has 
been used for prolonged periods of time. 
It is reassuring to note also that the adminis- 
tration of CORTONE does not necessitate any 
measures that are not readily available to the 


physician in everyday practice. The use of sim- 


*CORTONE is the registered 
trade-mark of Merck & Co., Inc. 
for its brand of cortisone. 


ple laboratory tests (sedimentation rate, urin- 
alysis, blood count, blood pressure, and record- 
ings of weight), individualized adjustment of 
dosage, and careful clinical observation will 
permit most patients to benefit materially .. . 
without fear of undesired effects, 


CORTONE PRODUCT FORMS: 
ORAL—Cortone Acetate Tablets, 25 mg. each, 
bottles of 40 tablets. 
PARENTERAL—Cortone Acetate, Saline Sus- 
pension for injection, vials of 20 cc., each ce. 
containing 25 mg. 


MERCK & CO... Inc. 
Manufacturing Chemists 


RAHWAY, MEW JZERBEYV 
In Canada; MERCK & CO. Limited— Montreal 


é 
“¢ 
3 
2 
3 
fas 
> 
& 
‘ 
ae 
ut 
ag 
% 
= 
4 
| 
4 
: 
: 
. 
(a 
\ 
. 
ag 
® 
A 
(CORTISONE Acetate Merck) 
vy 


vill DELAWARE STATE MeEpICcCAL JOURNAL NOVEMBER, 1951 


a significant advance in the 
treatment of ventricular arrhythmias .... 


Oral PRONESTYL 
in ventricular premature contractions 


Lead I. Tracing one week later; patient maintained 
on 2 Gm. Pronesty! per day. Normal sinus rhythm. 
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cece P RONE STYL Hydrochloride 


IN CONSCIOUS 
PATIENTS 


IN ANESTHESIA 


less toxic than quinidine 


Indications and Dosage 


For the treatment of ventricular tachycardia: — 


Orally: 1 Gm. (4 capsules) followed by 0.5-1.0 Gm. (2 to 4 capsules) 
every four to six hours as indicated. It is important that the drug 
given by mouth unless the urgency of the situation makes intraven- 
ous administration essential. 


Intravenously: 200-1000 mg. (2 to 10 cc.). CAUTION—ADMINISTER NO 
MORE THAN LOO mc, (1 CC.) PER MINUTE. 


Hypotension may occur during intravenous use in conscious patients. 
As a precautionary measure, administer at a rate no greater than 
100 mg. (1 cc.) per minute to a t tal of no more than 1 Gm. Electro- 
cardiographic tracings should be made during injection so that 
injection may be discontinued when tachycardia is interrupted. Blood 
pressure recordings should be made frequently during injection. 
If marked hypotension occurs, rate of injection should be slowed or 
stopped. The patient should remain lying on his back. If the symp- 
toms demand it, cautiously employ measures to raise the blood pres- 
sure moderately. 


For the treatment of runs of ventricular extrasystoles: 


Orally: 0.5 Gm. (2 capsules) every four to six hours as indicated. 
Where administration is continued for appreciable periods, there 
should be occasional electrocardiographic checks to determine the 
need for the drug. Where there is both kidney and liver disease, 
accumulation of the drug may occur and continued administration 
may be hazardous, 


During anesthesia, to correct ventricular arrhythmias: 


Intravenously: 100-500 mg. (1 to 5 cc.). CAUTION — ADMINISTER NO 
MORE THAN 200 MG. (2 CC.) PER MINUTE. 


Supply 


Pronestyl Hydrochloride Capsules, 0.25 Gm., bottles of 100 and 1000. 
Pronestyl Hydrochloride Solution, 100 mg. per cc., 10 ce. vials. 


P RONE Hydrochloride 


Squibb Procaine Amide Hydrochloride 


PRONESTYL A TRADEMARK OF E. ®. SQUIBB & SONS 


SQUIBB 
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mest 
BENEFITS 


NOW! 


MAXISERVICE 


CHOKE 
AL 


FFRACTION 


MAXISERVICE 


EASY T0 BUY... 


MINIMUM 
CASH OUTLAY 


MAXISERVICE 


COVERS EVERYTHING 


ONE MONTHLY 
CHARGE 


MAXISERVICE 


SIMPLIFIES YOUR 
INCOME TAX PROBLEMS 


% 


~ 


100% CWARGEABLE AGAINST 
OPERATING EXPENSES... 


MAXISERVICE 


CAPITAL 


MAXISERVICE 


Rel 

SAVES INTEREST 
cosTs 


MAXISERVICE 
HELPS YOU EARN 


NO INVESTMENT 


MAXISERVICE 


GIVES YOU 
‘EASY TO BUDGET” 
FIXED COSTS 


& 


Economical, convenient, flex- 
ible — the GE Maxiservice 


RAY Plan offers you the world’s 
finest x-ray equipment with no investment. 


One monthly fee covers everything. In- 


stallation, inspection and repair service — 


even tube replacement. 

Find out all about the GE Maxiservice 
Plan. It may be just what you’re looking 
for. Ask your GE x-ray representative for 


details, or write: 


GENERAL ELECTRIC 


MAXISERVICE 


ELIMINATES PROBLEM 
OF DEPRECIATION 


GE X-RAY PAYS THIS BULL 


MAXISERVICE 


MAXISERVICE 


ELIMINATES REPAIR 
PARTS COSTS 


GE X-RAY PAYS THIS BiLl 


MAXISERVivE 


ELIMINATES TUBE 
OSTS 


GE X-RAY PAYS THIS Bill 


MAXISERVICE 


ELIMINATES 


DEVELOPMENTS 
ALWAYS AT 
YOUR SERVICE 


MAXISERVICE 


GIVES YOU 


MAKES (T EASY TO CHANGE 
OR ADD TO EQUIPMENT 


MAXISERVICE 


MAXISERVICE 


ELIMINATES COST OF 
INSURANCE OW 


GE X-RAY PAYS THIS Bill 


MAXISERVICE 
ELIMINATES LOCAL PROPERTY 


GE X-RAY PAYS THIS BULL 


Direct Factory Branches: 
PHILADELPHIA — 1624 Hunting Park Avenue BALTIMORE — 2 West Eager Street 
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specific 
therapy for 
urinary tract “4 
infections 


rine in which it is highly goluble, 


a high degree of systemic safety and minimal renal hazard. é 


Crystalluria is rare; damage due to renal blockage 


has never been reported. 


Available in 0.5 Gm. tablets. 


— Ac CORPORATION BLOOMFIELD, NEW JERSEY 
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YOU. Doctor, are the best judge. so 


BELIEVE IN 
YOURSELF! 


With so many claims made in cigarette advertising, 
most doctors prefer to judge for themselves. 
So, Doctor, wont you make this simple test? 


> 


Take a Puitie Morris— 
and any other cigarette. Then, 


1 Light up either one. Take a puff—don't 


e inhale—and_ s-l-o-w-l-y let the smoke 


come through your nose. 
9 Now do exactly the same thing with the 
other cigarette. 


Then, Doctor...BELIEVE IN YOURSELF! 


HILIP MORRIS 


Philip Morris & Co. Ltd. Ine. 
100 Park Avenue. New York 17, N. Y. 
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The only broad-spectrum antibiotic available 
in concentrated drop-dose potency, Crystalline i 


Terramycin Hydrochloride Oral Drops provide 
200 mg. per ce.; 50 mg. in each 9 drops. 
Indicated in a wide range of infectious diseases, 


Terramycin Oral Drops are miscible with most 


foods, milk and fruit juices, affording optimal 


ease and simplicity in administration. 


Supplied 2.0 Gm. with 10 ce. of diluent, 


and calibrated dropper. 


ANTIBLOTIC. DIVISTON Pfizer. CHAS. PFIZER Brooklyn 6, 
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Tiny drops 
of oil 


suspended 
in water 


help establish 
“habit time” 


PETROGALAR provides a moderate intake of mineral oil 
in the form of a water-miscible suspension. 


This oil-in-water combination permeates the fecal residue to 
produce: 


> Gentle lubricant action, without “leakage” 
> Soft, nonirritating, easily passed stools 
Comfortable bowel movement 


PETROGALAR may be taken alone or in milk, water or 
fruit juices—with which if is readily miscible. 


PETROGALAR 


Aqueous Suspension of Mineral Oil, Wyeth 


Wyeth Incorporated, Philadelphia 2, Pa. 
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Effective against many bacterial and 
rickettsial infections, as well as certain protozoal 
and large viral diseases. 


Hydrochloride Crystalline 


Aig, 


The Gastroenterologist 


recognizes the remarkable inhibiting effect of aureomycin on a 
great number of organisms, especially those commonly found in 
the gastrointestinal tract. It is of great value in the preparation 
of patients for surgery of the bowel or biliary tract, as well as in 
the medical management of infections in these areas. Aureomycin 
is also highly effective in intestinal amebiasis. Aureomycin is 
peculiarly adapted to the treatment of many biliary and hepatic 
infections, because of the high concentrations it attains in the bile 
and because of its protection of the hepatic parenchyma from bac- 


terial necrosis. Aureomycin is indispensable in gastroenterology. 


Packages 
Capsules: Bottles of 25 and 100, 50 mg. each capsule. Bottles of 16 and 100, 250 mg. each capsule. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION 
AMERICAN Ganamid COMPANY 


30 Rockefeller Plaza, New York 20, N.Y. 
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Adequate Protein Nutrition... 
A Vital Factor in Recovery Processes 


Among the problems of convalescence and of preoperative and postoperative 
care, adequate protein nutrition assumes vital importance. Such is indicated 
by the observation that a deficiency of but one essential amino acid in the 
diet of the normal individual quickly leads to an acute amino acid deficiency 
syndrome characterized by appetite failure, weight loss, and malaise. 


Animal studies have forcefully demonstrated the adverse effect of inadequate 
protein nutrition on recovery processes.' Protein-depleted rats fed an ade- 
quate repletion ration manifest a rapid recovery of lost weight, of normal 
plasma protein and hemoglobin levels, of certain enzyme systems, and of 
normal capacity to synthesize antibody protein and to resist infection. On 
the other hand, reduction in the amount of but one essential amino acid in the 
repletion ration quickly causes loss of appetite, diminished food consumption, 
and inadequate weight recovery. This quick appearance of overt symptoms 
due to a shortage of an essential amino acid contrasts sharply with the de- 
layed appearance of symptoms induced by deficient intake of any other 
essential nutrient. 


These manifestations of acute amino acid deficiency noted in the rat can 
occur as readily in the normal human subject consuming a diet lacking in 
any one of the eight essential amino acids.? Loss of appetite and of body 
nitrogen accompanied by malaise quickly results. Furthermore, addition of 
the missing amino acid to the diet quickly restores the appetite, nitrogen 
equilibrium, and the previous state of health. Apparently, even in normal per- 
sons, lack of an amino acid in the diet partially or completely interrupts 
protein synthesis as well as increases tissue protein catabolism.' The conclu- 
sion is incontestable, therefore, that adequate protein nutrition is vital for 
speeding the processes of recovery from massive disease or major surgery. 


Meat—all varieties and cuts—richly provides protein containing all the 
essential amino acids which are needed for the repair of traumatized tissue, 
the upkeep of normal tissue, and for other vital uses. Furthermore, meat is a 
dependable dietary source of iron and the vitamin B complex—riboflavin, 
niacin, thiamine, pyridoxine, and the newly discovered B,.. In health and in 
illness, meat ranks high as an important factor of the well-balanced diet. 


1. Cannon, P. R.: Recent Advances in Nutrition with Particular Reference to Protein Metab- 
olism, Lawrence, Kansas, University of Kansas Press, 1950, pp. 56-60. 

2. Rose, W. C.: The Nutritive Role of the Amino Acids, The Science of Nutrition, New York, 
The Nutrition Foundation, 1946. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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is the 
DEXTROGEN 
Son Pnfant 


Ready to use and in liquid form, Dextro- 
gen is a concentrated infant formula, 
made from whole milk modified with 
dextrins, maltose, and dextrose. In addi- 
tion, it is fortified with iron to compen- 
sate for the deficiency of this mineral in 
milk. Diluted with 1% parts of boiled 


water,* it yields a mixture containing proteins, fats and 


carbohydrates in proportions eminently suited to infant 


feeding. In this dilution it supplies 20 calories per ounce. 


The higher protein content of normally 
diluted Dextrogen—2.2% instead of 
1.5% as found in mother’s milk— 
satisfies every known protein need of the 
rapidly growing infant. Its lower fat con- 
tent makes for better tolerability and 
improved digestibility. 


Dextrogen serves well whenever artificial feeding is indi- "OTE HOW SIMPLE 
TO PREPARE 
All the mother need do 
is pour the contents of 
the Dextrogen can into 


ly cleaned 
*Applicable third week and thereafter; 1:3 for first week, 1:2 for second week. quest silk Sng ona 


fill with previously 


£ boiled water. Makes 32 
T H E N E S T L E C 0 M b A N y | N C oz. of formula, ready 


to feed, * 
COLORADO SPRINGS, COLORADO 


Makers of Nestlé’s Evaporated Milk 
‘‘No Finer Milk Can Be Produced”’ 


cated, and is particularly valuable when convenience in 


formula preparation is desirable. 
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The “estrogen 


preferred by us is 


‘Premarin,’ a mixture 


of conjugated estrogens, 


the principal one 


of which is 


treating the menopausal syndrome 
with “Premarin; Perloff* reports that 
“Ninety-five and eight tenths per cent 
of patients treated with 3.75 mg. 
or less daily obtained complete relief 
of symptors”; also, “General tonic 
effects were noteworthy and the greatest 
percentage of patients who expressed 
clear-cut preferences for any drug 
designated ‘Premarin:” 


Thus, the sense of “well-being” y 
usually imparted represents a “plus” in 
“Premarin” therapy which not only 
gratifies the patient but is conducive to 
a highly satisfactory patient-doctor 
relationship. 


estrone sulfate.” 


Hamblen, E. C.: North Carolina M. J. 7:533 (Oct.) 1946. 


& 


Four potencies of “Premarin” 


j 

permit flexibility of dosage: 2.5 mg., ae 

1.25 mg., 0.625 mg. and 0.3 mg. tablets; bs ve 

“ also in liquid form, 0.625 mg. in bares 
K each 4 cc. (1 teaspoonful). 
*Perloff, W. H.: Am. J. Obst. & Gynec. 58:684 (Oct.) 1949. 

é “Premarin” contains estrone sulfate plus the sul- a *) 
fates of equilin, equilenin, 8-estradiol, and -dihy- 
droequilenin. Other a- and §-estrogenic “diols” are 

also present in varying amounts as water-soluble ae 

con 


! Se | 


Estrogenic Substances (water-soluble) also known as Conjugated Estrogens (equine) 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
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Nasal membrane showing increased 
leukocytes with denudation of cilia. 


Normal appearing nasal epithelium. 


= 


Nasal engorgement and hypersecretion 
accompanying the common cold and sinusitis are 
quickly relieved by the vasoconstrictive action of 


NEO-SYNEPHRINE*® 


HYDROCHLORIDE 
Brand of Phenylephrine Hydrochloride 


The decongestive action of several drops in each 
nostril usually extends over two to four hours. The linha 
effect is undiminished after repeated use. New York 13,'N. Y. 
Relatively nonirritating . . . Virtually no central 
stimulation. 
Supplied in %% solution (plain and aromatic), | J 
1 oz. bottles. Also 1% solution (when greater con- Rome 
centration is required), 1 oz. bottles, and 2% 


eo-Synephrine, trademark reg. U. S. & Canada 
water soluble jelly, % oz. tubes. Neo-Synephrine, trademark reg 


INC. 
Winosor, ONT. 
= 
4 
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Villy 


SINCE 1876 


When interference with breathing is caused by 
a cold—it is bad. 
When interference by the physician prevents the patient 
from using some physiologically undesirable drug— 

it is good. 
Inhaler ‘Forthane’ (Methyl Hexane Amine,<2 in 
addition to providing pleasant and effective relief, is 
physiologically desirable. Unlike many self-prescribed 
decongestants, it does not normally produce cardiovascular or 
psychic disturbances or overconstriction followed by 
secondary congestion. 

Physicians protect their patients from unnecessary risks 

when they advise that Inhalers ‘Forthane’ be kept on hand. 


INHALER FORTHANE 


Detailed information and literature on Inhaler ‘Forthane’ 
are personally supplied by your Lilly medical service 
representative or may be obtained by writing to 

Eli Lilly and Company, Indianapolis 6, Indiana, U.S.A. 
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Teamwork LILLY SINCE 1876 


Many isolated programs of fundamental research were joined for the first time through the discovery 
of Insulin. Then, promptly following this discovery, the experience and facilities of Eli Lilly 

and Company in large-scale extraction methods were placed at the disposal of the Toronto Insulin 
Committee in order to make a suitable commercial preparation available as rapidly as possible. 
Teamwork between academic and industrial investigators has resulted in a long series of 

medical victories. Insulin, sulfonamides, liver extract, and antibiotics are but a few of their mutual 
achievements. 

Thus, industry's aid in the conquest of disease is another splendid example of how 

the opportunities of free enterprise help make this a better world. 


Ett Litt Y AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 
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THE OFFICE MANAGEMENT OF 
DIABETES* 
Perry S. MacNEau, M. D.,** 
Philadelphia, Pa. 

Definition. Diabetes mellitus is a syndrome 
characterized by a quantitative impairment of 
carbohydrate metabolism. The degree of this 
impairment varies widely from patient to pa- 
tient. In some the impairment is so slight 
that it can be detected only by glucose toler- 
ance tests, while in others the inability to 
metabolize carbyhydrate becomes almost 
‘*total.’”’ 

Etiology. The causes of diabetes mellitus 
are multiple. In somewhat less than half of 
the patients there is, at autopsy, a demon- 
strable organie disease of the pancreas. This 
usually takes the form of a hyaline fibrosis 
of the Islands of Langerhans, but patients 
whose pancreas has been destroyed by neo- 
plasm, hemochromatosis, recurrent infection, 
or surgical intervention may develop the dis- 
ease. In many patients no lesion in the pan- 
ereas can be demonstrated. The disease in 
some of these cases is apparently due to a 
hyperfunction of the anterior pituitary gland 
with an excessive secretion of the ‘*diabeto- 
genie hormone.’ 

Heredity plays an important part in creat- 
ing the substrata upon which the actual symp- 
tom complex may develop. This characteristic 
is apparently transmitted as a Mendelian re- 
cessive character and a familial history of 
diabetes can be demonstrated in about forty 
percent of patients suffering from the disease. 

krequently there seems to be a precipitating 
cause which brings to the clinical horizon the 
previously undetected disorder. Among such 
precipitating causes any change which in- 
creases the total metabolism of the body (ex- 
cept physical exercise), such as febrile infee- 


*Read before the Medical Society of Delaware, Wil- 
mington, October 9, 1951. 
**Physician to Pennsylvania Hospital. 


tion, thyrotoxicosis, pregnancy, or obesity 
must be considered. 

A syndrome which is difficult to distinguish 
from diabetes mellitus may develop in patients 
with organic disease of the liver: Laennee’s 
cirrhosis, or fatty infiltration. 

The abnormal physiology of the disease 1s 
apparently made up of many factors. There 
is an increased production of carbohydrate 
from protein catabolism as well as a decreased 
ability to store glycogen. In addition, the 
ability of tissue cells to utilize glucose is im- 
paired. The exact action of insulin in com- 
bating this disorder is not entirely understood, 
but apparently it facilitates combustion of 
glucose by tissue cells, storage of glycogen, 
and perhaps it inhibits the formation of ear- 
bohyvdrate from protein sources. 

Symptoms. The symptoms of diabetes 
vary depending upon the severity of the con- 
dition. Generally speaking, these symptoms 
will fall into three groups, which, for prae- 
tical purposes, we will discuss separately. 

1. Mild diabetes (glycosuria of obesity or 
‘*non-insulin requiring’’ diabetes). This dis- 
ease is entirely limited to adults and is char- 
acterized by an insidious onset. The _ first 
symptom of which the patient is aware may 
frequently be the occurrence of some compli- 
eation such as peripheral vaseular failure with 
vangrene of the toe, cerebral thrombosis, myo- 
cardial infarction, diabetic retinitis, ete. 
These patients are always overweight and, 
even under the influence of their diabetes, they 
will not lose weight down to or below their 
ideal standard weight. However, in spite of 
a large appetite these obese patients may lose 
moderate amounts of weight as the amount of 
sugar excreted in the urine becomes excessive. 
Likewise there may be minor degrees of poly- 
dipsia and polvuria. It is not uncommon for 
this type of patient first to be discovered in 
the practice of a gynecologist, where they have 
vone for treatment of pruritis vulvae. The 
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constant excretion of sugar-bearing urine pro- 
vides an excellent medium for the growth of 
yeasts and these in turn set up a pruritic vagi- 
nitis. This type of disease may also be ac- 
companied by a sense of general weakness, 
morning headache, lack of pep, and ‘*‘sluggish- 
ness.”” Clinical acidosis does not occur in 
these patients except in the presence of some 
complicating factor such as febrile infection, 
thyrotoxicosis, pregnancy, ete. 

2. Moderately severe diabetes (stable, in- 
sulin requiring diabetes). This disease oecurs 
in adults, usually manifesting itself between 
the third and fifth decades. Here the classical! 
symptoms of diabetes occur; namely, poly- 
dypsia, polvphagia, polyuria, and weight loss. 
This type of patient, if the diabetes is allowed 
to continue uncontrolled, will lose weight be- 
low his ideal standard weight under the in- 
fluence of his diabetes, even though his caloric 
intake may be excessive. Again, however, the 
development of symptoms is quite insidious. 
Thus there may be a more or less gradual loss 
of weight without other symptoms over a 
period of some months before the situation is 
brought to the attention of a physician. Oc- 
casionally in this type of patient also the 
first medical consultation may be sought be- 
cause of a complicating factor such as gan- 
erene. 

3. Severe diabetes (juvenile diabetes, un- 
stable insulin requiring diabetes). This dis- 
ease may occur either in adults or children, 
but practically all children who have diabetes 
fall into this group. It is characterized by a 
rapid and dramatic onset of symptoms with 
polydypsia, polyuria, polyphagia, and extreme 
weight loss. It is not unusual for patients 
suffering from this condition to lose weight 
at the rate of three to five pounds per week. 
If help is not sought promptly acidosis will 
occur rapidly and it is not unusual for these 
patients first to come to the attention of a 
physician when acidosis is already well estab- 
lished. It is likewise characteristic of this 
condition that, once a program of regulation 
has become established, strict adherence to 
the program is absolutely essential. Minor 
variations in insulin dose or in food intake 
produce dramatic changes in the carbohydrate 
metabolism, 


Physical Findings. There are no _ pa- 
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thognomonic physical signs of uncomplicated 
diabetes mellitus. However, evidences of pre- 
mature arteriosclerosis, the typical fundu- 
scopic picture of diabetic retinitis, premature 
‘ataracts, and excessive obesity are indications 
for laboratory study of the carbohydrate met- 
abolism. In the differentiation among the 
three different types of diabetes mentioned 
above the physical habitus of the patient may 
be quite helpful. Thus the mild diabetic is 
always overweight and is usually beyond the 
third decade of life. The severe diabetic has 
usually lost large amounts of weight in the 
immediate past and may show signs of dehy- 
dration and vitamin deficiency in addition to 
the general malnutrition. These patients like- 
wise are almost always in a younger age group. 

Diagnosis. Analysis of the urine for sugar 
should be part of the routine workup of every 
medical patient. Frequently diabetes, espe- 
cially of the mild type, may be symptomless 
or at least give no specific symptom for many 
months or vears. It is quite common for the 
discovery of this illness to be made entirely 
by accident during routine examinations. In 
this mild type of diabetes it is quite common 
for the urine to be free of sugar during the 
post-absorptive state, and it is therefore wise 
to collect specimens for this purpose late in 
the evening after a day during which the diet 
has been high in earbohydrate. The moder- 
ately severe and severe diabetic patients will 
show glycosuria throughout the twenty-four 
hour period so that this precaution is not as 
important here. 

The reduction of Benedict’s solution is not 
in itself pathognomonic for diabetes mellitus 
since the following conditions may also cause 
it: 

1. Renal glycosuria. Glomerular urine nor- 


mally contains sugar in exactly the same way 
as it contains all other dialyzable substances 
found in the blood plasma. In normal people, 
however, this glucose is reabsorbed as the 


urine passes down the tubule so that no sugar 
appears in the bladder urine. In some peo- 
ple the ability of the tubules to reabsorb glu- 
cose is distinctly impaired and in these per- 
sons, even though the amount of sugar in the 
blood is not excessive, sugar may appear in the 
urine. 

2. Alimentary glycosuria. In this condi- 
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tion sugar appears in the urine after the ex- 
cessive ingestion of carbohydrate. In this sit- 
uation the amount of sugar appearing in the 
glomerular urine is more than can be reab- 
sorbed by the tubules and therefore some of it 
is still present at the time the urine reaches 
the bladder. 

3. Emotional glycosuria. The exact mech- 
anism of this is not entirely understood but 
it is quite possible that under the influence of 
excitement sufficient epinephrine is released 
into the blood to increase the rate of glycogen- 
Olysis thus elevating the blood sugar tempo- 
rarily. 

4. Lactosuria. During lactation it is not 
uncommon for sufficient amounts of lactose to 
be excreted in the urine to produce a positive 
Benedict's test. However lactose is not fer- 
mented by veast so that the Benedict reaction 
will be positive both before and after such 
fermentation has taken place. If the sugar 
is glucose the test will be positive before fer- 
mentation with veast but negative afterward. 

In order to differentiate among these causes 
of glycosuria blood studies are essential. In 
the more severe cases a single blood sugar may 
suffice to clinch the diagnosis. Thus if the 
blood sugar level is over 200 mgm. per cent 
and the patient has been without food for ten 
hours, the diagnosis of diabetes mellitus is 
practically certain. Hyperglycemia of this 
degree may occasionally be seen due to cereb- 
ral damage. However there are many patients 
in whom the impairment of carbohydrate 
metabolism is of lesser degree so that the 
blood sugar may approach normal when the 
patient has been without food. In these pa- 
tients a glucose tolerance test may be neces- 
sary in order to establish the diagnosis. 

Since it is well known that the diet during 
the days immediately preceding the glucose 
tolerance test will effect the result, it is es- 
sential that the composition of this diet be 
standardized. It is our eustom to have the 
patient eat 300 grams of carbohydrate, 100 
grams of protein, and 100 grams of fat as a 
minimum daily diet for three days before the 
test is to be run. 

The actual technique of the standard glu- 
cose tolerance test calls for the administration 
of 100 grams ot glucose by mouth after a 
twelve hour fast. (In children this dose should 


DELAWARE STATE MEDICAL JOURNAL. 325 


be modified to 1.8 grams per kilogram of body 
weight). A sample of blood is drawn for the 
determination of fasting blood sugar and the 
glucose is then administered by mouth. Blood 
samples are then drawn at intervals of one 
half hour, one hour, two hours, and three 
hours. This number of samples is always suf- 
ficient for the accurate diagnosis of diabetes 
mellitus. 

In the normal patient the fasting blood 
sugar level will always be between 60 and 120 
mgm. per cent. At the end of one half hour 
this may rise to 150 to 180 mgm. per cent, 
and this level may be sustained at the one 
hour interval. However by two hours the 
blood sugar level will always have returned 
to a normal figure. If this has not occurred 
then the glucose tolerance is said to be de- 
creased and at least some impairment of glu- 
case metabolism is present. In the obese, mild, 
non-insulin requiring diabetic it is not uncom- 
mon for the fasting blood sugar to be within 
normal limits but there will always be some 
degree of delay in its return to normal. In 
the severe juvenile type of diabetic the fast- 
ing blood sugar will be elevated and there will 
be a continuous rise during the three hours 
after the administration of glucose. Urine 
specimens should be collected at the same in- 
tervals as the blood specimens are taken in 
order to evaluate the ‘‘renal threshold’’ of 
each patient. There may be transient epi- 
sodes of glycosuria during the test even in the 
normal person and these represent the so-eall- 
ed alimentary glycosuria. 

As a screening procedure a much simpler 
test is eminently satisfactory. Thus it is our 
custom to give the patients 100 grams of glu- 
cose in solution in the fasting state and then 
draw a blood sugar two hours later. If this 
specimen is below 130 mg. the diagnosis of 
diabetes mellitus has been excluded. If it is 
above 130 mg.‘@ a full scale glucose tolerance 
test is indicated. This eliminates three un- 
necessary blood sugar determinations and 
makes it reasonably practical to survey every 
new patient for the possibility of diabetes 
mellitus. 

It should be re-emphasized that these tests 
will demonstrate whether or not there is a 
definite impairment of carbohydrate metabol- 
ism. However they should not be relied upon 
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entirely to determine the extent of that im- 
pairment. Thus the differentiation between 
mild, non-insulin requiring diabetes and the 
severe juvenile type should be made on clin- 
ical grounds rather than upon the basis of a 
glucose tolerance test. The history in refer- 
ence to the degree of weight loss and the oe- 
currence of the classical symptoms of poly- 
dypsia, polyuria, and polyphagia will be of 
more help in deciding the severity of the dis- 
ease than the glucose tolerance test. 

Treatment. The treatment of a patient 
with diabetes mellitus should be so designed 
that the following goals will be achieved: 

lL. The body weight shall be normal. For 
this purpose the tables of standard height, 
weight, and age should be used with the ex- 
ception that patients over thirty-five vears of 
age should maintain the weight given as stand- 
ard for age thirty-five. Variations of ten per 
cent plus or minus may be allowed depending 
upon the body habitus. 

2. The fasting blood sugar level shall be 
normal, This goal may occasionally be very 
difficult of achievement and some concessions 
may have to be made. In the patient who 
does not require insulin this rule must be 
strictly enforced. However in the patient who 
is taking moderate or large amounts of in- 
sulin and whose diabetes is unstable it may be 
preferable to allow the fasting blood sugar 
to be slightly above normal (150 mgm.%) in 
order to prevent the frequent hypoglycemic 
spells to which these patients are sometimes 
subject. This is especially important in the 
middle-aged person in whom arteriosclerosis 
has already begun to develop since the occur- 
rence of hypoglycemia may produce danger- 
ous vascular disorders in the brain and in the 
myocardium. However, with these excep- 
tions, every effort should be made to maintain 
a normal fasting blood sugar level in order to 
prevent the increased tendency toward ar- 
teriosclerosis, the decreased resistanee to in- 
fection, the tendency towards skin complica- 
tions and diabetic retinitis which hypergly- 
cemia produces. 

3. The urine throughout the day shall be 
sugar-free. The same general consideration as 
pertained to the fasting blood sugar should be 
kept in mind here. If complete aglycosuria 
cannot be achieved without running the risk 


of hypoglycemia it may be permissible to al- 
low small degrees of glycosuria. However this 
consideration should not relieve the physician 
of the responsibility of a conscientious at- 
tempt to maintain a sugar-free urine. 

4. Hypoglycemic spells must not occur. The 
dangers of a single spell of hypoglycemia are 
mostly dependent upon the time and place of 
its occurrence. Thus, hypoglycemia occurring 
while the patient is driving a car may be 
fatal. Frequent episodes of hypoglycemia 
may well produce irreversible cerebral dam- 
age. 

5. There shall be no acetone in the urine. 
There are no exceptions to this rule. 

The Maintenance of Body Weight. The 
weight of the human body is a direct function 
of the caloric intake and the caloric needs. At 
any time that the caloric intake exceeds the 
daily rate of combustion the excess will be 
stored in the form of fat. At any time when 
the daily intake is not sufficient to meet the 
daily combustion the difference will be made 
up by the metabolism of previously stored fat. 
This is a hard and fast rule which is based on 
the incontrovertible law of the conservation 
of matter and the woesome tales of patients 
who claim to gain weight while eating nothing 
are not to be heeded. The accumulation of 
edema fluid, of course, may cause weight gain 
in the absence of fat storage. The basic¢ rule 
is not changed by the occurrence of *‘glandu- 
lar disturbances’’ although these may vary 
the ealorie needs. Thus a patient suffering 
from hypothyroidism may need tewer calories 
to maintain his body weight than the normal 
person but if he reduces his intake correspond- 
ingly there will be no weight gain. Therefore 
the first factor in the control of the diabetic 
patient is the maintenance of a correct diet. 
The total caloric content of this diet should 
be such that the weight will be returned to 
normal as promptly as possible. If the pa- 
tient is overweight the number of calories 
supplied daily should be less than the number 
consumed and, conversely, the underweight 
patient should receive calories in excess of 
his daily consumption. 

Kxtremely accurate’ estimates of the pa- 
tient’s caloric consumption each day are not 
necessary for this type of work. Certain rel- 
atively crude concepts of quantitative meta- 
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bolism therefore are sufficiently accurate for 
this purpose. Thus, for the adult it is a reas- 
onable approximation of the truth to say that 
the daily combustion of calories at basal con- 
ditions is ten calories per pound of body 
weight. Additional allowances should be 
made for physical activities. Even when 
completely confined to bed the actual com- 
bustion will be approximately ten per cent 
over the basal figure increasing gradually to 
forty per cent for a person in a rather seden- 
tary occupation and on up to two hundred fifty 
per cent for the extremely active male doing 
heavy physical labor. Having determined the 
caloric requirement to maintain the patient's 
present weight, calories are then added or sub- 
tracted in order to return the weight to nor- 
mal. 

Thus a one hundred eighty pound man, aged 
thirty, who is six feet tall, is practically at his ideal 
body weight. In order to maintain this weight he 
would require eighteen hundred calories at basal 
conditions plus a forty per cent allotment for 
sedentary activity (720 calories). In this way it 
can be seen that a total daily intake of twenty-five 
hundred and twenty calories will approximately 
maintain his present weight. Subsequent varia- 
tions in the direction of increase or decrease can 
be made after a trial period has demonstrated 
whether or not this amount is exactly correct. 
Similarly, a one hundred eighty pound man, aged 
thirty, who is only five feet four inches tall would 
have an ideal body weight of approximately one 
hundred forty pounds. The number of calories 
necessary to maintain his ideal weight, one hun- 
dred forty pounds, would be fourteen hundred 
plus five hundred sixty for his moderate physical 
activity. Thus, nineteen hundred and sixty cal- 
ories would maintain his weight at one hundred 
forty. However, since his weight at present is one 
hundred eighty pounds he will be burning cal- 
ories at the rate of twenty five hundred and twen- 
tv per day. If we feed him only nineteen hundred 
and sixty calories he will lose weight at the rate 
of five hundred sixty calories per day. Since each 
gram of fat supplies nine calories it can be seen 
that he will lose approximately sixty-two grams 
of fat each day. However, on such a program, 
as his weight decreases, his rate of weight loss 
will also decrease until, when he approaches that 
weight which can be maintained by the diet he is 
consuming, weight loss will no longer take place. 
Thus as we will see below, the caloric content for 
diets for obese people should usually be somewhat 
less than that required to maintain even their 
ideal body weight. 

Onee the total ealorie content of the diet 
has been decided upon its division as to carbo- 
hydrate, protein, and fat content must be con- 
sidered. Generally speaking the diabetic who 
is to be treated without insulin (mild, obese ) 
should be given a low carbohydrate diet (125 
to 175 grams daily) while the patient who is 
to receive insulin should receive as high a 
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carbohydrate diet as is compatible with his 
total daily calorie allotment. The minimum 
daily protein requirement for adults is one 
gram per kilogram of body weight daily but 
no adult, no matter how light in weight, should 
receive less than seventy grams per day. Gen- 
erally speaking the modern tendency is to pre- 
scribe diets with more liberal protein allot- 
ments, such as one and a quarter to one and 
a half grams per kilogram of body weight. 
The fat content of the diet should be sufficient 
to make up the total calories required. 

Thus, in the patient mentioned above, who 
weighed one hundred eighty pounds, and was 64 
inches tall, the prescription should réad something 
as follows: Carbohydrate 150 grams daily, protein 
90 grams daily, fat 30 grams daily, with a total 
caloric value of 1230 calories. This total caloric 
value is less than nineteen hundred and sixty 
which would maintain him at his ideal weight of 
one hundred forty pounds. Since the carbohy- 
drate and protein intake is determined by body 
requirements of protein and tolerance to glucose, 
the only additional food which could be given to 
such a patient in order to give him more calories 
would be fat thus raising the total content of the 
diet to approximately one hundred ten grams of 
fat. Since it makes no difference in general 
metabolism whether the fat which supplies the 
caloric need comes from the diet or from the stor- 
age depots of the body it should be obvious that 
it is just as well for the patient to burn his own 
body fat as to increase his ingestion of ‘hat sub- 
stance. The general rule “Don’t feed fat to fat 
people” would seem to be valid in all such cases. 

As the obese patient’s weight returns to- 
wards normal, the calorie content of the diet 
can be increased to that amount which will be 
sufficient to maintain his weight at its ideal 
figure. 

2. Maintenance of normal fasting blood 
sugar. The maintenance of a normal fasting 
blood sugar is usually easy in the obese, mild 
diabetie patient who follows a reduction diet. 
Under these circumstances the post-absorptive 
blood sugar level will return to normal within 
a week to ten days even though the body 
weight has not yet completed its reversion to 
the ideal. As long as the patient remains 
obese there may continue to be a tendency to 
post-prandial hyperglycemia and glycosuria 
but when the weight has become normal this 
tendeney will disappear in most cases so that 
the patient may then return to a more or less 
‘*free’’ diet as far as his carbohydrate, pro- 
tein, and fat proportions are concerned, pro- 
vided that the caloric intake is not excessive. 

If, on the basis of the history, it is obvious 
that the patient cannot maintain his ideal 
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body weight without the administration of in- 
sulin the amount of insulin given, and its 
type, should be regulated according to the 
level of the blood sugar throughout the day. 
This will be discussed in a subsequent para- 
graph. 

3. Prevention of Glycosuria. Glyeosuria in 
the diabetic patient who is on a standard pro- 
vram of insulin can usually be prevented eith- 
er by reducing the amount of readily available 
carbohydrates in the feeding which immedi- 
ately precedes the occurrence of glycosuria or 
by the administration of rapidly aeting insulin 
immediately betore that meal. Specific in- 
dications will be discussed under a subsequent 
heading. 

4. Prevention of Hypoglycemia. Hypogly- 
cemic spells do not occur in the diabetic who 
is not taking insulin. One need not be con- 
cerned about this possibility in the mild, obese, 
non-insulin requiring diabetic who is being 
controlled by diet alone. The time of occur- 
rence of hypoglycemia is extremely important 
since it varies directly with the type of insulin 
which is being used. Thus in a patient who 
is taking protamine zine insulin in a single 
dose before breakfast, the greatest tendency 
towards hypoglycemia will be during the early 
morning hours between midnight and break- 
fast. In the patient who is taking globin in- 
sulin the greatest tendeney towards hypogly- 
cemia will be between lunch and supper, usual- 
ly around four P. M. If gypoglycemia occurs 
following a single dose of regular or e¢rystal- 
line insulin this episode will take place within 
six to eight hours after the injection. In the 
patient whose fasting blood sugar is normal! 
and whose urine is free of sugar it is fre- 
quently helpful to test the blood sugar at dif- 
ferent times throughout the day in order to 
be forewarned of the possible occurrence of 
hypoglycemia. In patients whose meals are 
necessarily far apart (more than five hours) 
it is usually wise to add a small feeding mid- 
way between the two meals in order to prevent 
hypoglycemia. This feeding may consist of 
a glass of milk or a small serving of fruit. 

>. Prevention of Ketonuria. Since keto- 
nuria develops only when the combustion of 
fat is excessive an increase in the rate of ear- 
bohydrate combustion will relieve it. Even 
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small degrees of ketonuria should not be tol- 
erated. Thus in the obese patient who is on 
a drastic reduction diet there may be small 
amounts of acetone in the urine during the 
first week or two of the program. If this oe- 
curs a small amount of extra carbohydrate 
should be added to the diet. In the diabetie 
patient who is taking insulin, if the four eri- 
teria listed above are being met, it is most 
unlikely that acetone will appear in the urine. 
Hlowever if ketonuria does develop the amount 
of insulin being administered must be increas- 
ed and, if necessary, additional carbohydrate 
may be required as well. 

Office Management of the Uncomplicated 
Diabetic Patient. The office management of 
the diabetic patient depends entirely upon the 
accumulation of sufficient pertinent data up- 
on which to base a rational program. Once 
the data have been accumulated a sensible pro- 
gram can readily be outlined if the criteria 
of good control mentioned previously are kept 
in mind, 


The minimum necessary data consist of : 
l. Kasting blood sugar level. 


2. Urinalysis of fractional specimens col- 
lected approximately three hours after 
each meal and upon arising in the morn- 
ing. 

3. Body weight. 


4. History relative to hypoglycemia. 


». A knowledge of the preceding insulin 
dose. 


It is likewise essential that the physician 
have a complete understanding of the mode of 
action of the different types of insulin. Thus 
protamine zine insulin is a delayed type of 
insulin exerting its main blood sugar lowering 
effect between 6 and 26 hours after adminis- 
tration. Globin insulin has a range of 1 to 
20 hours, and regular or crystalline insulin 
from to 8 hours. N. P. H. resembles glubin 
very closely. 

The accompanying charts of actual cases of 
each of the three main groups of diabetie pa- 
tients illustrate how the data were accumulat- 
ed and upon what basis the decisions were 
made. 
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FIGURE I 
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Age - 64 
F. W. Height - 621,” ideal Weight - 140 
Weight - 180 


Mild Diabetes Obese 
Date Wt. Diet FBS 7A.M. 11 A.M. 4P.M.9 Insulin Hypoglyce. Complications 
C-150 
6-12-45 180! P-1002 276 44 44 44 44 03 (4 Arteriosclerosis5 
F-50 
6-21-45 Urged 270% OF 0 0 0 0 0 
to 
follow 
7-17-45 1754s O. K. 136% 0 0 Q 0 0 0 
&- 7-45 171% EKating® 1909 0 0 0 0 0 0 
raisins 
and 
Peaches 
8-28-45 168410 On diet 124 0 0 0 0 0 0 
9-25-46 16811 Off diet 116 0 0 0 0 0 0 
10-23-45 1661412 Off diet 140 0 0 0 0 0 0 
11-20-45 16814 Off diet 190 0 0 0 0 0 0 
1-15-46 159%, 4 On diet 136 0 0 0 0 0 0 
4-16-46 157 Fairlyi6 120 0 0 0 0 0) 0 
careful 


CASE I 


1. The weight of 180 pounds is approximately 40 
pounds overweight. The hyperglycemia has been discov- 
ered accidentally during an insurance examination. There 
is no history of polydipsia or polyuria. There has been a 
history of very gradual weight loss from 223 pounds to 
the present weight of 180. 


2. The diet is low in carbohydrate, adequate in protein, 
and low in calories (1450). The 50 gram allotment of fat 
is allowed because it is very difficult to consume 100 grams 
of protein daily without getting about 50 grams of fat. 


3. The patient is given no insulin because he obviously 
is a mild, non-insulin requiring diabetic. 


4. Hypoglycemia will not occur since the patient is 
taking no insulin. 


5. The arteriosclerosis present is somewhat more than 
is seen in the average patient of age 64. This is very 
common in the mild diabetic, presumably because the 
disease has existed for a long time before it is discovered. 


6. Patient returns after ten days and it is obvious that 
he has not been following the diet since he has gained 
weight. 


7. The fasting blood sugar remains elevated but the 
urine is now free of sugar suggesting that he has at least 
limited his consumption of carbohydrate food somewhat. 


8. The patient returns now after three weeks during 
which he has lost weight approximately at the predicted 
rate and the fasting blood sugar is now only very slightly 
elevated. The urine remains free of sugar and the patient 
feels much better. 


9. Three weeks later the patient returns still losing 
weight but less rapidly than before. He admits to having 
eaten a large quantity of raisins and peaches during the 


week preceding his visit and as a consequence his blood 
sugar is now elevated. His consumption of these fruits 
was not sufficient to stop his weight loss entirely but it 
did produce hyperglycemia. The fact that no Sugar appears 
in the urine suggests that the “renal threshold’’ is quite 
high. This is also illustrated by the absence of glycosuria 
when his blood sugar was 270 mgm.’ on June 2ist. 


10. Three weeks later his weight loss has continued 
at a fairly satisfactory rate and his blood sugar and urine 
are now normal. 


11. On September 25th he has lost no weight and it is 
obvious that he has not been following his diet. In spite 
of this his blood sugar is now normal. It can be deduced 
that his tolerance to glucose has been sufficiently increased 
by his twelve pound weight loss during the preceding 
three months so that even though his food intake is now 
excessive the blood sugar does not rise as it did previously. 


12. On October 23rd the weight loss continues but very 
slowly proving that he has not followed his diet accurate- 
ly, but again the blood sugar remains near normal. 


13. After a period of four weeks, during which he has 
gained weight again the blood sugar is now elevated but 
the urine remains free. 


14. A period of conscientious observation of the diet is 
followed by prompt return of all the figures to normal. 


15. Gradual weight loss continues but it is obvious that 
he is not rigidly adhering to his diet. In spite of this his 
glucose tolerance has sufficiently improved so that his 
blood and urine sugar findings remain normal. 


16. Having lost 23 pounds in weight it is obvious that 
if this weight loss will continue until he reaches his ideal 
standard weight of 140 pounds his glucose tolerance will 
improve sufficiently so that he can eat a normal diet pro- 
vided that it is low enough in calories to avoid further 
weight gain. 
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FIGURE 2 
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Age - 34 
H. M.S. Height - 691,” 
Weight - 159 


Ideal Wt. - 160 


Moderately Severe (Stable, Insulin Requiring) 


Date Wt. Diet 


FBS 7 A. M. 11 A, M. 4 P. M. 9 P. M. Insulin 


Hypogl. Comment 


2- 3-46 195! C-2802 
P-110 
F-95 


Pilonidal sinus 
(Clean) Acet- 
onuria - 244 


S44 10-P.Z.13 0 
A-24  10-Globin 


2. 6-465 1636 Care- 
fully 
followed 


15-P. Z. 1.9 
15-Globin 


Nocturia ceased 


2-19-46 16410 Care- 
fully 
followed 


25-P. Z. I. 
10-Globin 


16714 Reducels 22 
h. s. 
snack 


30-P. Z. I. 5:30 P. M. 
0-Globin 


165 Addis 16014 
milk 
3:30 P. M. 
10 A. M. 


9:30 A. M. 
10 A. M. 
4P.M. 


16914 Stop n. s.16 190 
milk. Stop 
bread, 
butter, 
cream 


Stop bed-17 170 
time snack 
altogether 


Very 
slight 
11 A.M. 


4-29-46 170 Changels 
all milk 


to skim 


17019 Same 


Cask 


1. This patient weighed 224 pounds in February of 
1944, at which time his urine showed no sugar. This urin- 
alysis was done because his mother had recently died “of 
diabetes.’’ He followed a strict diet for approximately one 
year and lost 70 pounds. However since stopping the spe- 
cial diet his weight has continued down to its present level 
of 159 and during the past two months he has complained 
of thirst, polyuria, nocturia, and general fatigue. He has 
been urinating from 10 to 16 times a night during the past 
two weeks. 

2. The rapid weight loss and polyuria and polydipsia 
immediately classified this patient as an “insulin-requiring”’ 
diabetic. He is therefore allowed a high carbohydrate 
diet with an adequate protein allotment and calories suf- 
ficient to maintain his weight, which at present is approxi- 
mately ideal. This diet is divided into three meals with 
one fifth of the total daily allotment at breakfast, two 
fifths at lunch and two fifths at supper. In addition he is 
allowed a ‘“‘snack’’ consisting of a glass of milk and a 
slice of bread with butter at bedtime. 


3. He is started on 10 units each of protamine zinc and 
globin insulin. It has been impossible in our experience to 
judge in advance which type of insulin will be best suited 
to the individual patient. We therefore have started some 
of our patients on combinations (separate injections) of 
protamine and globin and by subsequent alterations in 


the dose have been able to determine with a single pro- 
gram of standardization which type of insulin will be more 
suitable to the particular patient. 


4. The presence of acetonuria is supportive evidence 
that this patient is an “‘insulin-requiring’’ diabetic since 
the mild, obese, diabetics rarely excrete acetone except 
in the presence of semi-starvation or some complication. 

5. The patient returns after having taken insulin for 
two days. This interval is made short because of the 
danger of impending acidosis as shown by the presence of 
acetone in the urine. 


6. In this short interval of 72 hours the patient has gained 
4 pounds. This does not represent deposition of fat but 
rather the retention of fluid, as the patient corrected the 
dehydration which was present with the impending coma. 


7. The blood sugar remains high and the urine is still 
“loaded”’ with sugar. 


8. Acetone is still present, but is less in amount. 


9. Since glycosuria is present throughout the day and 
the fasting blood sugar is still grossly elevated one cannot 
yet determine the time relationships of the insulin needs 
and therefore both the protamine and the globin doses are 
increased to 15 units. 


10. Three days later the patient has gained 1 pound. 
This probably represents at least partly a storage of fat. 
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11. Blood sugar remains elevated but the acetone has 
now cleared from the urine. It is becoming apparent that 
the globin insulin is bringing the blood sugar lower during 
the mid-afternoon (4 P.M.) than at any other time during 
the night or forenoon. 


12. The patient returns now with the blood sugar some- 
what lower, the afternoon urine is free of sugar, and he 
complains of a slight hypoglycemic reaction just before 
supper. The globin insulin is therefore discontinued and 
the protamine increased to 30 units. 


13. With the tendency to excessive weight gain and 
hyperglycemia during the night, the bedtime snack is dis- 
continued. 


14. The blood sugar is now approaching normal and 
the urine is free of glucose. However insulin reactions are 
occurring at various times throughout the day. This is not 
uncommon during the first few weeks during which a 
diabetic patient is under control since, under the influence 
of adequate control, the tolerance to glucose tends to im- 
prove rather dramatically during the first several weeks 
and it is necessary to reduce the insulin in order to keep 
ahead of this trend. 
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the frequent reactions, a glass of milk is added to the diet 
in the middle of the morning and in the middle of the 
afternoon. 


16. The excessive weight gain continues and the fasting 
blood sugar remains high. The diet is therefore altered 
by reducing the evening meal. 


17. The weight is still increasing beyond the ideal. The 
fasting blood sugar remains elevated but he has had several 
very slight spells of hypoglycemia at approximately 11 
A. M. e insulin is therefore reduc to prevent these 
hypoglycemic spells, and the “bedtime snack’”’ is dis- 
continued altogether in an effort to restore the fasting 
blood sugar to normal as well as to prevent further weight 
gain. 

18. The patient now is no longer gaining weight, his 
blood sugar is practically normal, and the urine is free 
of sugar. In order to continue this favorable trend, all 
of the milk in his diet is now changed to skim milk to 
reduce its caloric content without materially effecting its 
protein or carbohydrate composition. The insulin dose 
of 25 units of protamine zinc insulin is continued. 


19. The patient now fulfills all the criteria of good 
15. In view of the loss of a small amount of weight and control. 
Age 18 
FIGURE : J.S. Height: 69” Ideal Wt. - 150 
Weight: 140 
Severe Unstable Diabetes 
Date Wt. Diet FBS 7A.M. 11 A. M. 4P.M. 9P.M. Insulin Hypogl. Comment 
5- 3-43 8140 C-1751 1202 0 Tr. Tr. 1 P. Z. 1.-5 0 Polydipsia. 
P-80 at bed Polvuria, 
F-SO time Weight loss 
5-13-43 1434 C-2508 122 0 0 Tr. rif P. Z 1.3 
P-125 before 
F-100 break- 
fast 
9-27-45 140% Same 108 0 0 0 1 Z 
6-17-45 1376 Same 190 4 4 4 4 P. Z. 1.8 
Acetone+ 
(5-24-43 1367 Same 180 4 4 4 4 P. Z. 1.-167 
Acetone 0 
7- 1-43 135145 Same 190 4 4 P. Z. 1.-22 
Acetone 0 
5-43 Same s4 0 410 0 0 P. Z. 1.-35 
7-22-43 139 Same O4 4 0 2 i P. Z. 1.35 
Reg.-5 
8-13-43 14212 Same 0 0 j P. 1-301 
Reg.-5-0-5 
8-25-43 14513 Stop 100 1 2 Tr. 4 P. Z. 1.-32 
bread Reg.-5-5-0 
supper 
& break- 
fast 
9- 9-43 14814 Same 112 0 0 0 0 P. Z. 1.-32 


Reg.-5-0-0-0 
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CASE 3 
1. This young boy with severe, unstable, diabetes had 
been losing weight from 160 to 135 pounds for two years. 
He had been treated elsewhere with this diet which has 
the fault of being too low in carbohydrate and too low 
in calories. 


2. In spite of the fact that his blood sugar is near normal 
and his urine contains only small amounts of sugar, this 
patient cannot be said to be well controlled since his weight 
is below normal. 


3. The diet therefore is changed to this formula and 
the insulin given in the morning before breakfast. 


4. On this program he gains weight and the blood sugar 
remains normal Very slight glycosuria continues. In an 
effort to control the afternoon and evening glycosuria the 
insulin is increased to 7 units. 


5. In spite of the increase in diet and insulin the patient 
has again lost weight which is difficult to explain since 
the fasting blood sugar remained normal and the urine is 
still practically free of sugar. However, subsequent events 
suggest that this may have been a warning of an impend- 
ing increase in the severity of his disease. 


6. In three weeks there has been three pounds weight 
loss the blood sugar is now elevated and the urine is full 
of sugar and shows a small amount of acetone. In addi- 
tion the patient complains of polyuria and polydipsia. 


7. Even with the insulin dose doubled to 16 units the 
weight loss continues and glycosuria is constant. The 
blood sugar remains elevated. The insulin dose is there- 
fore further increased to 22 units. 


8 This slight increase in insulin dose has affected the 
blood sugar and urine sugar not at all and the weight loss 
continues. It therefore is obvious that the patient's dia- 
betes has become much more severe and larger doses of 
insulin will be necessary to control it. It therefore is 
increased to 35 units. 


9. Over a period of four days he immediately gains 
weight the fasting blood sugar returns to normal and the 
urinary picture is much improved. 


10. Because of the occurrence of glycosuria after break- 
fast a small amount of regular insulin is added to the 
program in a separate injection before breakfast. This 
is done without lowering the amount of protamine zinc 
insulin since the dose of regular insulin before breakfast 
will not appreciably effect the fasting blood sugar. 


11. The patient now returns with a normal fasting blood 
sugar but spilling sugar into the urine in midafternoon, 
evening, and apparently during the night. Since the fast- 
ing blood sugar is normal most of the glycosuria in the 
7 A.M. specimen must have accumulated early in the 
evening following supper. A small dose of crystalline in- 
sulin (5 units) is therefore added to the program before 
supper. 

12. Control is now improving and the weight gain is 
gratifying. The fasting blood sugar is normal but the 
patient continues to spill after lunch and after supper. 
In an effort to control this the five units which had been 
being given before supper is moved up to the noontime 
dose. Since this will reduce somewhat the insulin activity 
during the night the dose of protamine is increased slightly 
to make up for this change. 


13. The rate of weight gain is now excessive and since 
the urine contains sugar after breakfast and after supper 
those two meals are reduced. In addition the noontime 
dose of regular insulin is dispensed with. 


: The patient is now at or near his ideal body weight 
and fulfills all of the other criteria of good control. 


It must be remembered in handling any 
patient suffering from diabetes mellitus that 
this condition is probably more variable from 
one patient to another than any other prob- 
lem with which the physician is faced. It 
therefore is impossible to set up any rigid set 
of rules for handling each patient. If the 
physician is aware of the basic metabolic de- 
fects, the result he is trving to achieve, and 
the methods of treatment available to him, 


there is no reason that each of these patients 
cannot be well controlled. Of course there 
are patients who refuse to follow instructions 
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and the power to control these is not within 
the strength of the individual physician. De- 
spite the fact that hard and fast rules are im- 
practical a repetition of the following broad 


statement may summarize the general attitude 
to be adopted toward these diabetic patients: 

(1) The grossly overweight patient who has 
not lost weight or suffered from poly- 
dipsia or polyuria before the diagnosis 
of diabetes has been made should be 
treated without insulin except during 
the period of some complication. 

(2) The criteria of good control are that 
the body weight shall be normal, fast- 
ing blood sugar shall be normal, glyco- 
suria shall not oecur throughout the 
day and there shall be neither ketosis 
nor hypoglycemia. 

(3) The patient who has lost weight below 
his ideal standard weight under the in- 
fluence of his diabetes usually will re- 
quire insulin for his control. 


The patients who are receiving insulin 
should be treated with high carbohy- 
drate diets (250 to 400 grams daily). 
(5) The patients who are not receiving in- 
sulin should be treated with low carbo- 
hvdrate diets, 125-175 grams daily). 
(6) The speed and duration of activity of 
the four types of insulin now available 
must be kept in mind. No one of them 
is suitable for the treatment of all pa- 
tients but an intelligent concept as to 
their individual characteristics — will 
readily demonstrate which patients will 
receive most benefit from which type of 
insulin, 


Insulin Mixtures. A few patients can be 
controlled best on mixtures of protamine zine 
and regular (or crystalline) insulin or mix- 
tures of N.P.H. and regular. The exaet pro- 
portion of these mixtures varies from patient 
to patient but the great majority do best on 
a proportion consisting of two parts of reg- 
ular or crystallin insulin mixed with one part 
of protamine zine insulin. In N.P.H.—reg- 
ular mixtures any proportion which ‘* works” 
will be satisfactory. These mixtures are 
usually most suitable for those patients who, 
although the fasting blood sugar is normal 
on a single dose of protamine zine or N.P.H. 
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continue to have glycosuria during the day. 
Although this type of patient can sometimes 
be controlled by the use of globin insulin there 
are some where an adequate amount of globm 
insulin either produces hypoglycemia during 
the day or fails to control the fasting blood 
sugar during the night. Thus if a patient is 
able to control his fasting blood sugar with 
a dose of 40 units of protamine zine insulin 
for example, but continues to spill moderate 
amounts of sugar during the day, a good start- 
ing point In beginning treatment with a mix- 
ture would be to mix 30 units of crystalline 
insulin and 15 units of protamine zine insulin 
in the syringe and administer this each morn- 
ing before breakfast. Subsequent study of the 
fractional urinalyses throughout the day and 
the fasting blood sugar in the morning will 
give the indications for appropriate altera- 
tions in this mixture. Thus if the fasting 
blood sugar remains normal but glycosuria 
continues during the day the amount of reg- 
ular insulin in the mixture should be increas- 
ed and the amount of protamine slightly de- 
ereased. On the other hand if the blood sugar 
in the morning before eating is elevated but 
the urines throughout the day are relatively 
clear the amount of protamine should be in- 
creased while the regular is decreased. It 
should be emphasized that the two to one 
ratio of regular insulin to protamine is a good 
starting point, but that variations in this ratio 
are the rule rather than the exception. 

Hypoglycemia. We will restrict our dis- 
cussion of hypogly¢emia here to those episodes 
which occur in the diabetic patient who is 
taking insulin. Spontaneous hypoglycemia 
has been adequately dealt with by others. 

The diabetic patient who is taking insulin 
for the control of his disease may be subject 
to hypoglycemia either due to an error In his 
insulin dose, excessive exercise during a period 
when the insulin he has taken is active, or the 
deficient ingestion of food. Likewise the dis- 
appearance of some previously existing com- 
plication which was increasing his insulin re- 
quirement may produce hypoglycemia unless 
the insulin dose is decreased in time. 

Hypoglycemia due to regular insulin almost 
always occurs within six hours after the ad- 
ministration of the offending dose. When 
oceurs in the patient 


hypoglycemia taking 
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globin insulin it is most likely to occur within 
six to twelve hours after the injection, while 
the patient taking protamine zine insulin is 
most likely to suffer from hypoglycemia from 
twelve to twenty hours after its administra- 
tion. 

Symptoms: The symptoms of hypogly- 
cemia are extremely variable in different pa- 
tients but are frequently quite constant in 
repeated occurrences to the same patient. The 
initial warning usually takes the form of hun- 
ver, nervousness, or headache. This may be 
followed within a period of a very few min- 
utes by excessive perspiration, trembling, slur- 
ring of the speech, blurring of the vision, 
mental confusion, disorientation and_ finally 
loss of consciousness. There may or may not 
be clonic or tonie convulsions. The length of 
time from the first warning to loss of conseious- 
hess varies from a few minutes to a half hour 
or more. 

Physical Findings: The patient in hypo- 
glycemia is usually pale and his skin ts cold 
and moist. His temperature may be subnor- 
mal. The pulse and respirations are normal. 
The pupils may be slightly dilated and nystag- 
mus sometimes occurs. There is no specific 
odor to the breath. Blood pressure is normal, 
the heart, lungs and abdomen show no specific 
findings. There may be transient changes in 
the reflexes and abnormal plantar response 
or a positive Hoffman's sign may exist. There 
frequently is excessive salivation and if con- 
vulsions have occurred the patient may bite 
his tongue or froth at the mouth. We have 
seen patients in tonic opisthotonus due to 
hypoglycemia. 

Laboratory Findings: If time is taken for 
a determination of the level of sugar in the 
blood the results will almost always be below 
20 milligrams per cent. This level again 
varies remarkably from patient to patient, but 
usually the same patient will develop svymp- 
toms at about the same level. Likewise the level 
at which symptoms tend to occur is somewhat 
lower when the hypoglycemia is produced by 
slow acting insulin than it is when the rapid 
acting insulin is being used. There will be no 
acetone in the urine but it must be remember- 
ed that the bladder urine may contain sugar. 
This is so because sugar may have been pass- 
ed into the bladder some hours before the 
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hypoglycemia occurred. However if the blad- 
der is emptied and a freshly secreted speci- 
men of urine collected it will be free of sugar. 
The leukoeyte count will be normal. The 
diagnosis of hypoglycemia is usually so ob- 
vious from the history and physical findings 
that these laboratory studies are not required. 

Treatment: All diabetic patients who are 
taking insulin should carry readily available 
carbohydrate in some form on their person 
at all times. At the first warning of hypogly- 
cemia they should, without hesitation, take 
some of this carbohydrate by mouth. The pa- 
tient should be told not to procrastinate in 
this matter since, within a very few minutes 
after the first warning, his mental processes 
become so clouded that he is no longer capable 
of good judgment. Likewise it should be re- 
membered that the ingestion of a small amount 
of carbohydrate will not do the diabetie pa- 
tient any permanent harm even if his feat 
that he is developing hypoglycemia is unwar- 
ranted. Every diabetic patient who is taking 
insulin should carry upon him some form ot 
identification with the information that he is 
diabetic, that he does take insulin, that if he 
is found unconscious or sick or irrational he 
should be given sugar. A metal wrist band 
is excellent for this purpose. 

If these measures are not undertaken in 
time and the hypoglycemia progresses to the 
stage of unconsciousness the ideal treatment 
is the intravenous injection of a sterile solu- 
tion of 50°, glucose in 15 to 25 ee. amounts. 
This should be given slowly through a small 
needle in order to avoid thrombosis of the 
veins. If the unconsciousness is due to hypo- 
glycemia the patient will usually return to 
consciousness within a period of 20 minutes 
after the injection of 25 ce. of 50°67 glucose. 
If this does not occur then the unconsciousness 
is almost certainly due to something else. As 
soon as the patient has regained conscious- 
ness he should be instructed to eat a fair sized 
meal in order to prevent a recurrence. A sub- 
sequent discussion with the patient after he 
is feeling better will reveal the cause of the 
hypoglycemic shock. 

If intravenous glucose solutions are not 
available and the patient is already uncon- 
scious the hypodermic use of epinephrine (one 
ve, of 1-1000) may occasionally be sueceesstul 
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in arousing the patient long enough to permit 
the administration of carbohydrate by mouth. 
This is especially true if the hypoglycemia has 
been produced by regular or crystalline in- 
sulin since the liver stores of glycogen are rel- 
atively intact and the blood sugar level is not 
likely to be very low. If the hypoglycemia 
has been produced by protamine zine or globin 
insulin there is a fair chance that this method 
will not be successful. 

The administration of any appreciable 
amount of fluid or solid by mouth to the un- 
conscious patient must not be undertaken. If 
necessary a gastric tube can be passed and 
orange juice, sugar, or glucose solution ad- 
ministered through the tube. In extreme 
emergency when none of these measures is 
possible sweet liquids can be dropped under 
the tongue with an eve-dropper but even this 
procedure may lead to aspiration of the fluid. 

If the patient is subject to repeated episodes 
of hypoglycemia at any particular time of the 
day an additional feeding containing both ecar- 
bohyvdrate and protein (milk is good for this 
purpose) should be given approximately one 
hour before the time of occurrence of the hy- 
poglycemie spell. 

Pregnancy in the Diabetic: Diabetic wo- 
men are relatively infertile, presumably be- 
cause of some variation in pituitary function, 
but the nature of this is not known. When 
they do become pregnant however, they pre- 
sent very special problems in’ management 
and extreme care on the part of both physician 
and patient is essential for the welfare of 
both mother and child. 

It has long been believed that the diabetic 
mother was much more liable to complications 
during her pregnancy than the non-diabetic 
woman. It is our belief, however, that this 
increased liability towards complications can 


be prevented provided that rigid control of 
the diabetes thoughout the period of gestation 
can be maintained. The usual complications 


whieh occur are polyhydramnios, excessively 
large babies, stillbirth and toxemias of preg- 
nancy. Even if it is true that these complica- 
tions can be prevented by rigid control of the 
diabetes during pregnancy, the state of preg- 
naney itself makes the diabetes so unstable and 
difficult to manage that it is not unusual for 
complete control to be impossible. In these 
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patients, Joslin and White have shown that 
the occurrence of toxemia can frequently be 
predicted by a determination of the serum 
prolan level at the beginning of the third 
trimester of pregnancy. Their work has 
shown that if the serum prolan level is ex- 
cessive, toxemia is very likely to develop and 
they have been able to prevent the occurrence 
of this complication in a significant number 
of patients by the administration of very large 
doses of estrogen (15 to 135 mgm. of stil- 
besterol daily). 

The type of diet prescribed for the preg- 
nant diabetic woman should be similar to that 
used at other times except that not uncom- 
monly the obese, mild, non-insulin requiring 
diabetic woman may, during the term of her 
pregnancy, become sufficiently severe to re- 
quire insulin. <All of these diets should be 
high in proteiy (100 to 125 grams) and the 
caloric allotmc.ut should be carefully regulated 
to avoid excessive weight gain. If control of 
the diabetes is possible with the slow acting 
insulins this is permissible but not uncom- 
monly it will be necessary to preseribe four 
equal feedings with four doses of erystalline 
insulin in exactly the same fashion as has been 
described for the treatment of infections. 
Frequently during the second and third 
trimesters there may be a reduction in the in- 
sulin requirement, presumably due to the fact 
that at this time the fetal pancreas begins to 
secrete Insulin. 

At the time of delivery the problem of main- 
taining the patient free of hypoglycemia and 
acidosis is exactly similar to the problem one 
faces when a surgical operation is necessary. 
During this time likewise, hyperglycemia can 
be allowed with impunity provided that aei- 
dosis is prevented. 

The child born of a diabetic mother is not 
uncommonly subject to hypoglycemic spells 
during the first five to six days after delivery. 
This is presumably due to the fact that the 
fetal pancreas has become hyperactive in an 
effort to compensate for hyperglycemia in the 
placental blood. Theoretically this could be 


prevented provided the mother’s diabetes was 
carefully controlled throughout her pregnan- 
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ev. Such an infant should be fed frequently 
during the first five days with readily avail- 
able carbohydrates. We recommend one ounce 
of 10% lactose by gavage tube every hour 
through the day and night for the first five 
days. Usually within this period the tendeney 
toward hypoglycemia will disappear. 

As soon as the pregnancy has been terminat- 
ed the diet and insulin should be regulated in 
exactly the same fashion as would be done if 
this patient presented herself for standardiza- 
tion. However, the diet should be again lib- 
eral in protein and perhaps slightly high in its 
total caloric centent if the mother is capable 
of feeding the infant at breast. These women 
usually cannot nurse their infants, again pre- 
sumably due to pituitary dysfunction. 

Diabetic Diets. The problem of diabetic 
diets is by no means as complicated as it 
would appear from a superficial acquaintance. 
The general principles are exactly similar to 
those upon which any healthful diet should 
be formulated with the exception that the 
obese, non-insulin requiring diabetic patient 
should be treated with a diet which is low not 
only in ealories but also in carbohydrate. 
Such diets for the obese diabetic should usual- 
ly contain not more than 150 grams of earbo- 
hydrate per day. 

Calorie requirements for adults have al- 
ready been described above, children have a 
relatively greater need for calories than adults. 
This is in part due to their growth require- 
ments and in part due to their greater physi- 
eal activity. The total allotment for children 
according to Rose should approximate the fol- 
lowing figures: 

Age in years Calories per pound 


Age 3-5 40 ealories 


35 
10-13 30 
” 14-15 25 
16-17 25 
18-18 23 
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Protein Requirements It has long been 
stated that the daily protein requirement for 
adults is one gram per kilogram of body weight 
but that no adult, no matter how small, should 
receive less than 70 grams of protein daily. 
The modern trend in dieteties is to prescribe 
more liberal allowances of protein so that in 
general we recommend about 1.25 grams ot 
protein per kilogram of body weight per day, 
with a minimum allotment of 90 grams daily. 
Children should be allowed 2 to 3 grams of 
protein per kilogram of body weight each day. 

3. Carbohydrate Requirements pa- 
tient who receives insulin should also receive a 
high carbohydrate diet (200 to 400 grams 
daily) but the patient who is not to receive 
insulin should receive 150 grams or less of 


carbohydrate per day. Probably no one should 


be given less than 125 grams of carbohydrate 
per day since this at least makes possible the 
occurrence of ketosis of starvation. 


4. Fat Requirement: The only criterion 
for gauging the allotment of fat is the total 
number of calories desired in the diet. It is 
true that if the fat allowance is below ap- 
proximately 50 grams daily there may well be 
danger ot a deficiency of the fat soluble vita- 
mins, A. and D. However, it is now so easy 
to replace this lack with supplementary vita- 
min prescriptions that it need not be a serious 
consideration. 

». Mineral Require ment: The require- 
ments tor minerals such as calcium and iron 
should constantly be kept in mind but most 
diabetic diets contain adequate amounts of 
milk, meat, and fresh vegetables so that there 
is a little danger of a deficiency of these ele- 
ments. One quart of milk daily provides an 
If the patient 
is eating 90 grams of protein daily in the 


adequate amount of calcium. 


lorm ol meat, eggs, and cheese, it is practical- 
ly impossible for there to be a significant iron 
deficiency. 

Actually the followme diets, or a variation 
thereof will suffice in the control of the ereat 
majority of diabetic patients: 

1. For duction rght of the obese, 


non-insulin requiring diabetic. 


Carbohydrate 1s0—Protein 90-—-Fat 40. 
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+1 


Carbohydrate Protein 
BREAKFAST 30 18 
Skim milk (260) 3. 9.1 
Bread, 1 slice (30) ‘ 2.6 
l egg 6.4 
1 teaspoonful cream 
Coffee 


LUNCH & SUPPER (each) 
Lean meat—3 ounces 
vegetable (200) 

fruit (120) 
1 slice bread (30) 

S ounces skim milk (240).... 
Cottage cheese, %& cup (30) 


2. Kor maintenance in weight of the ‘‘non- 
insulin requiring’’ diabetic after his weight 
has been reduced to normal. 


(‘arbohyvdrate 175—Protein 100—F at 100 


DIET = 2 


Carbohydrate Protein Fat 
BREAKFAST 
Egg — 1 
1 cup skim milk (240) 
1 slice bread (30) 
fruit (50) 
2 ounces light cream (30) .. 
Butter 1% teaspoonful 
Coffee 


LUNCH & SUPPER (each) 
S ounces milk (240) 

1 slice bread (30) 
% Ib. meat (120) 
S ounces vegetable (240) .... 
7 ounces fruit (200) 

1 tablespoonful butter (15) 


3. Kor maintenance in weight of insulin re- 
quiring, active, adult of 180 Ibs. or for an 
active child of about 100 Ibs. 

Carbohydrate 850—Protein 100—F at 100 


DIET = 3 

Carbohydrate Protein 
BREAKFAST 
Milk (240) 
Bread (60) 
Orange juice (270) 
Egg 
Butter (5.0) 


LUNCH & SUPPER (each) 
3 slices bread (60) 
1 cup milk (240) 

2 cups 10°; vegetable (480) 
1 2/5 cup 10% fruit (340) 
f ounces lean meat (120) .. 


4. kor maintenance in weight of imsulin 
requiring, less active, or smaller (150 Ibs. ), 
adult, or for an aetive child of about 75 Ibs. 


Carbohydrate 100—Fat 60 


Fat 
S 
0.6 
& 
os 
1 
0 16.2 15.2 
‘ ‘ 
12.0 1.1 0.2 
1d. 2.6 0.6 
‘ ) 
12.0 8.4 0 
‘ - 3 ‘ 
“pe Oe 0.2 
} 
ang 
11.8 8.4 9.4 
| 24.0 2.4 0.6 
20.0 2.1 0.7 
0 0 12.1 
é 
> 
wee 
Fat 
20 
9.4 
‘ 
0 
oes 
4.0 
47.1 7.8 1.8 
11.8 8.6 
‘ 
=. 34.0 0 0 
| 
0 21.0 27.0 
2 
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DIET +4 LUNCH & SUPPER (each) 105 39 26 
. 3 0z. meat, fish, fowl, 
Carbohydrate Protein Fat cheese’ or 3 eggs (90) ...  O 21 16 
BREAKFAST 45 19 3.2 1 cup skim milk (240) ........ 12 Ss 0 
1 egg 0 6.7 5.2 2/3 cup 10% fruit (160) ........ 18 l 0 
1 cup skim milk (240)........ 12 8 0 1% cup 10% vegetable (420) 44 4 0 
¥% cup 10% fruit (180) ........ 18 2 0 2 slices bread (60) ........ccceee 31 5 0 
114 slices bread (45) ............ 15.5 2.9 0 2 teaspoons butter (10) ........ 0 0 10 


TABLE OF FOOD VALUES 


3% (2X) 
Asparagus 
Bamboo Shoots 
Navy bean sprouts 
String beans 
Beet greens 


10% (x) 
Applesauce 
(unsweetened) 
Apricots (fresh) 
Artichokes 
Asparagus soup 


Broccoli (canned) 
Cabbage Beets 
Cauliflower Brussels sprouts 
Cantaloupe Blackberries 
Celery Carrots 

Chard Cider 


Chicken soup 
(canned) 


(Coca Cola) 
Dandelion greens 


Cucumber (Ginger ale) 
Eggplant Grapefruit 
Endive Grapefruit juice 
Fennel Lambsquarters 


Honey dew melon 


Leeks (raw) 


15% (2/3x) 

Apple 
Apple Juice 
Bean soup (canned) 
Blueberries 
Clam chowder 

(canned) 
Cheries (sour) 
Kumquats 
Grapes 
Loganberries 


20% 
Banana 
Baked beans 
Lima beans 
Cherries 
Corn 
Figs (fresh) 
Grape juice 
Parsnips 
Macaroni (cooked) 
Peas 


Mangos Pickles (sweet) 
Mulberries Potato 
Nectarines Prunes (fresh) 
Papaws Rice (cooked) 
Pears 


Pineapple (fresh) 
Pineapple juice 

(unsweetened) 
Plums 
Raspberries 
Salsify 


Kale Lemon 
Kohlrabi Lemon juice 
Lettuce Limes 
Muskmelon Onions 
Mustard greens Oranges 


Peppers Orange juice 


Pumpkin Papayas 

Radish Peaches (fresh) 
Rhubarb Pea soup (canned) 
Sauerkraut Prickly pear 
Spinach Rutabagas 


Squash (winter) 
Strawberries 


Squash (summer) 
Tomato & juice 


Turnips Tangerines 
Watercress Tomato soup (canned) 
Watermelon Vegetable soup (canned) 


1 slice bread equals 
% cup 10% vegetable 
54 cup corn flakes 
5%. cup cooked oatmeal! 
1 large Matzo 
cup cooked noodles 
% cup Rice Krispies 
% cup Rice Flakes 
5% cup Puffed Rice 
cup Wheaties 
5 pretzels 
6 saltine crackers 


2 eggs equals 
2 ounces Canadian bacon 
cup cottage cheese & 2 teaspoons butter 
oz. chicken & 2 teaspoons butter 
oz. lean meat 
tablespoons peanut butter 
strips bacon, less 144 teaspoon butter 


l cup — 240 grams — 8 ounces 
1 tablespoon — 15 grams — % ounce 
1 teaspoon — 5 grams — 1/6 ounce 


DISCUSSION 

Dr. R. L. Dewees (Wilmington): It is al- 
Ways a great pleasure to hear Dr. MacNeal 
present this subject, and it sounds certainly 
as simple as ‘‘A-B-C"” when he does so! 

I would like to emphasize just one point 
about his discussion of fat people and insulin. 
Insulin certainly is not indicated in the treat- 
ment of the obese patient with diabetes and 
what is more, if it is given, it is very inet- 
ficiently utilized. I am not certain of my 


figures, but as a resident | was told that as 
more and more unknown diabetics are discov- 
ered the supply and demand for insulin are 
vetting nearer and nearer to each other, so 
it is conceivable that at some time there might 
be a shortage of insulin, especially if a lot of 
obese people not needing it are given insulin. 
| remember seeing this inefficient use of in- 
sulin in an obese person graphically demon- 
strated in the war, where a very large woman 
was taking more than 50 units a day. IT am 
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not prepared to answer why it was given, 


but suffice to say, in the absence of any com- 
plications this dose of insulin was stopped 
without further ado, and of course nothing 
drastic at all happened to the patient since 
she was on a diet low in carbohydrate and low 
in calories. These people will invariably, if 
they adhere to their diet, lose weight down to 
their ideal weight and their elevated blood 
sugar will in a period of ten days or possi- 
bly two weeks return to normal limits again, 
if they adhere to their diet. It is not essen- 
tial, but it is useful sometimes, to determine 
the renal threshold at which sugar is spilled 
into the urine. This can be done simply by 
finding out the level of the blood sugar at 
which sugar begins to appear in the urine. 


Dr. L. B. Furx~ (Wilmington): I apolo- 
eize—I am getting to be the perpetual re- 
current discusser. But this will be short, for 
Dr. MacNeal has taken the subject of the non- 
hospital management of diabetes and wrapped 
it up neatly and tied a bow on it. It is the 
hest summary that it has ever been my plea- 
sure to hear, and it is particularly gratifying 
heeause I ean find nothing about it to dis- 
agree with. 


There are two short points I would like 
to emphasize. One, in the non-insulin requir- 
ing, so-called **mild’’ diabetic, it is import- 
ant that vou use all the persuasion possible 
to have that patient report for observation 
and follow-up, as it is the more severe and 
brittle type. It is the mild type which has 
eventually developed the more serious vaseu- 
lar complications. Why that should be so is 
not known, but I expect one reason may _ be 
that this so-called mild diabetic remains 
symptom-free, and develops a high postpran- 
dial blood sugar a large part of the time 
which may be a factor until something else 
is proved true as to the development of the 
late vascular complications. 


Another point is Dr. MacNeal’s emphasis 
on the value of postprandial blood sugars 
and urines, not only in the treatment of 
patients but particularly in the diagnosis of 
diabetes. It is the point which we have all 
been trying to drive home, particularly in 
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the diagnosis of diabetes, in the last several 
years, in cooperating with the American Dia- 
betes Association, in trying to find the un- 


known diabetics throughout the country. 


The Committee of the State Society re- 
ported last night at the House of Delegates 
that it recommended this year that the main 
effort of the Society in cooperating with this 
new program to discover the unknown dia- 
betics be directed at the medical profession, 
because it has become evident for the last 
several years that so many physicians, when 
a patient was reported to them as having 
some sugar in thelr urine or with a_ blood 
sugar which was a little high, requested fast- 
ing urine and fasting blood sugar on the 
patient and when this was normal the pa- 
tient was given the impression he had noth- 
ing to worry about and could go ahead about 


his business. 


This, apparently, has also been the opinion 
of the national organization; it has been felt 
generally that this realization has not been 
wide-spread throughout the profession; that 
it is nevertheless a part in finding the asympto- 
matic diabetic, to determine a_ postprandial 
urine and blood sugar. 


Dr. MacNeat: Thank you, Dr. Dewees and 
Dr. Flinn, for your interest. 


One other point that may be worth empha- 
sis is that the obese person who develops any 
indication, particularly a complication ae- 
companied by tever, such as even a small 
patch of gangrene on the toe, immediately be- 
comes an insulin-requiring 


One other point about the mild obese dia- 
betic: that is, the diabetes frequently dis- 
appear entirely when and if weight becomes 
normal, and that this patient then is no longer 
susceptible to the complications which will 
terminate life in the more severe and brittle 
type diabetic. 


Thank vou again for the opportunity to 
speak for the Society. 


330 SNS. Ninth Street, Philadelphia, Pa. 
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PSYCHIATRIC CONSULTATIONS IN 
A GENERAL HOSPITAL 
SanrorpD G. Roga, M. D.,* 

A growing trend is evident in psychiatrie 
orientation, particularly within the Veterans 
Administration where it is felt that psyehi- 
atry merits a closer linking with both the gen- 
eral field of medicine and the community from 
where its patients come. With this in mind 
the general hospital of the Administration is 
truthfully becoming general in that it offers 
to patients treatment facilities under one root 
for most of the ills to which they fall heir. In 
fulfilling this urgent need of incorporating 
psychiatrie sections in all hospitals possible, 
relatively untouched fields for observation and 
study become apparent. This brief paper is 
simply some remarks arising from my interest 
in the patients who, while presenting them- 
selves for treatment other than psychiatric, 
were referred to me for personality difficul- 
ties. Close liaison with the other sections of 
the hospital has allowed them to freely utilize 
me as they so desire, and also has permitted 
me to be of assistance to them. With inter- 
lacing of ultimate goals, benefit for the patient 
becomes more obtainable where the major 
branches of medicine are brought into closer 
physical relationship, each with the other. 

In order to furnish the reader with an ade- 
quate and expressive picture, underlying the 
background of this report, and also to fully 
outline the boundaries under which it was 
written a few words of explanation, in gen- 
eral, would appear to be in order. 

The Wilmington Veterans Hospital is lo- 
eated in Wilmington, Delaware. It is a new 
building opened in March of 1950, having : 
300 bed capacity for the treatment of Veteran 
patients. It is staffed by an alert, interested 
group of physicians, most of whom have had 
military service and who subsequently de- 
cided to specialize in their various fields of 
medicine and surgery. My function here is 
to organize and maintain a Neuropsychiatric 
Service and Mental Hygiene Unit. A subsid- 


Reviewed in the Veterans Administration and pub- 
lished with the approval of the Chief Medical Director. 
The statements and conclusions published by the author 
are the result of his own study and do not necessarily 
reflect the opinion or policy of the Veterans Administra- 
tion. 

*Chief, Neuropsychiatric Service, Veterans Administra- 
tion Hospital, Wilmington, 
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iary activity and corollary of any service, 
naturally, is that it act in a consulting ea- 
pacity for the other services of the hospital. 
It is of this ancillary function that I am going 
to talk in this paper, and the reports furnish- 
ed below concern only cases which were re- 
ferred to me for psychiatric consultation from 
the other services of the hospital. An im- 
portant part of a consulting service as it re- 
lates to the integrated functioning of the 
hospital naturally depends on the establish- 
ment of a good rapport with the other services. 
In addition to the many intangibles involved 
in such a situation there are the concrete 
factors of talking the language of the surg- 
eon and internist, of rendering reports not in 
esoteric psychiatric terminology, but in such 
a way that the doctor who does not have a 
specialized psychiatric training can read and 
understand what was being said. To attempt 
to answer, if honestly possible, the questions 
in the referring doctor’s mind regarding his 
patient and to help him in his task of diagnos- 
ing and treating the veteran. 

The patients who enter our hospital give 
an unusual opportunity for observation since 
it is about five years on the average that most 
of them have been discharged from military 
service. A good number have been hospital- 
ized more than once and well studied from 
many aspects, including the important one of 
what sort of an individual do we have here, 
with what malfunctioning, needing what 
treatment. 

As I write, I am careful with my choice of 
words, I do not wish to use terminology in- 
dicative of a division of an individual into 
parts, since I can truthfully say that I have 
never seen a body walking around without 
its mind, nor have I ever seen a mind float in- 
to my office without its accompanying body. 
There is in reality no such thing as a fune- 
tional illness per se according to the tradition- 
al dichotomy of medicine that regards illness 
as either organic or functional. The individ- 
ual is a whole with many very complex inter- 
relationships regulating cellular physiology. 
The ‘‘funetional’’ condition of itself is an 
ephemeral entity, in reality absolutely in- 
capable of existing without an organ that is 
functioning, and conversely with an organ in- 
volved there must be changes within it pro- 
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ducing a so-called functional state. Indeed, 
we in Psychiatry can also realize that even an 
illness existing on a high level of poor personal 
integration and inter-personal relationships 
is inextricably bound as a part of the whole 
individual. The illness we see is not physical 
or mental, but a combination of parts, each 
being influenced by and influencing the oth- 
ers. <As I said in a **door-way conversation, 
‘ves, this patient has an ulcer but it is only 
the small part of the total. He really is an 
unhappy, frustrated, hostile person who could 
not well handle his strong feelings and because 
of this over a perioid of many vears has final- 
lv been hospitalized.’ 

The experiences | quote are trom a three 
months” period of keeping detailed records. 
1 know that three months is really a short 
period for a valid statistical survey, but be- 
cause of the number of cases involved (494) 
I felt statistical justification was present, even 
within this time element. The referring doe- 
tor usually sent his case to me for various 
reasons: (1) He felt from the beginning that 
although it was on a different service than the 
psychiatric, the case was wholly and complete- 
lv one for the psychiatrist, and that a com- 
plete work-up on another service would reveal 
nothing. I might add that this type of refer- 
ral was much in the minority. (2) Another 
type of case I saw was the in-between one 
where the doctor felt that although he could 
make a diagnosis, the main difficulty was con- 
cerned with the totality of the individual, 
not confined to a single aspect of an organ in 
mal-adaptation but to the rhythmicity of the 
whole. This is the type of case where the 
patient had by the use of psychological defense 
mechanisms diverted his personality difficul- 
ties to a level acceptable to both himself and 
to society as represented by his environment. 
This case is the one where the doctor well 
realized that diet, medicine, ete. were not go- 
ing in themselves to effect a course for the 
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better, since the patient had been having ex- 
actly that type of treatment for years before 
coming here. This is the type of case where 
in my recommendations I would state: ‘‘ This 
patient has closely followed a dietary and 
medicinal regimen for several years. He gets 
no better, in fact seems to worsen. If im- 
provement is to be hoped for, let us consider 
the patient, not the illness, requires help. 
Without aid for his emotional difficulties there 
is little possibility of achieving a happy end- 
ing here, little chance of swerving the worsen- 
ing course of his illness, little chanee of avoid- 
ing the eventual ending of an individual so 
mal-adapted to his environment that he no 
longer can effectively function.’’ 

Some of the patients I saw were extremely 
resentful and hostile, reacting strongly to the 
idea that they should be seen by a_ psyehi- 
atrist, considering it a disgrace and shame on 
a conscious level and having many other feel- 
ings on other levels. Some of the patients as 
they rose to leave after my interview with 
them would ask: ** This talk does not go on 
my record, does it?’’ Still, there were others 
who would ask their physicians or eagerly 
accept his offer to send them to see the psy- 
chiatrist. These patients had the psycholog- 
ical insight and personal courage to be able 
to allow themselves to openly face the reality 
situation in their illness after a long course 
of evasive maneuvers. They were able to 
realize that the core of their present position 
was based on emotional difficulties, no matter 
what their diagnosis or symptoms, and that 
only by acknowledging the facts as they in- 
alterably presented themselves was help pos- 
sible. This type of patient incidentally is the 
one | feel most suitable for therapy and most 
likely to benefit from it. 

The table below gives in conerete form the 
total arrived at in this study which covered 
494 admissions in a three month period. 


TABLE I 


Med. Surg. 

Refer. Refer. 
Med. Surg. % of % of Prey. 
Adm. Adm. Adm. Adm. _ Hosp. 


281 48% O68 % 


Ref. 

for Predominance 
W.W. Psvch. 

Treat. Psych. Neuro. Other 


16% 24% 
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The above patients were admitted only to 
the medical and surgical services with initial 
medical or surgical complaints. Those that 
their physician felt warranted psychiatric or 
neurologic investigation were sent to me to 
be seen only in consultation. Of the cases 
seen by me, it can be stated with a good deal 
of certainty that 24°. of them had a psychia- 
tric disability to the exclusion of any other 
factor. The others were a mixture or pure 
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culture of other diagnostic formulations. By 
mixture I mean a degree of psychiatric in- 
capacity in conjunction with another diagno- 
sis and due to this other diagnosis their stay 
on the medical or surgical service was war- 
‘anted. 

A break-down of the various diagnoses is 
furnished below of the cases that were seen 
in consultation by me: 


II 
Psycho- 
Somatiz- Inadequate pathic Emotional Mental 
ation Anxiety Person- Person- Insta- Defi- Epilepsy 
Reaction Reaction Psychoses ality ality bility ciency 
33 12 10 6 2 l l ] 


The term somatization reaction is used 
above in preference to the word psychoso- 
matic which, as has been stated, refers to a 
viewpoint in medicine rather than to certain 
specified conditions. The anxiety (since this 
is one of the group of psychoneuroses) is re- 
lieved in such reactions by the original im- 
pulses being channelled via the autonomic 
nervous system into visceral organ symptoms 
and complaints, thereby in the main the 
anxiety is itself lessened. The long continued 
visceral disfunction can finally eventuate in 
structural changes with the passage of time. 

Perhaps a summary of one of the cases will 
demonstrate in a specific manner some of the 
points mentioned above. 

Case # 1 


This 31 year old, white, married male, father of two 
children, was seen at the request of his physician for an 
evaluation of his psychiatric status regarding its rela- 
tionship with recurrent diarrheas. This patient was born 
in a small seaside town. His father died while the patient 
was in infancy. His mother soon remarried. There is 
a half-brother and a half-sister of this second union. 
The family’s economic status was extremely precarious 
and it was fairly common for there to be a lack both of 
adequate food and clothing in the household. The patient 
finished the seventh grade of school and then stopped 
because he neither had enough clothes to go properly 
dressed to school, and also unless he worked he would 
not have enough food to satisfy his appetite. As a 
youngster he usually worked around the docks, picking 
up whatever odd errand tasks he could in order to earn 
money. He regarded himself as a “hustler’’ and even 
at a fairly early age able to take care of himself. He 
feels that he got along well with everybody and presented 
no unusual difficulties in his environment. He worked 
on the docks until his entry into military service. His 
health was good and the patient never received medical 
care for any illnesses. When in military service, on the 
boat going overseas, the patient began having diarrhea, 
and was continually troubled by this, having episodes 
lasting anywhere from three to five days, practically 
every month during his Army career. The patient was 
never hospitalized for his gastro-intestinal complaints, 
but always received paregoric or bismuth from his dis- 
pensary. He did notice when having bowel movements 
with his diarrhea, that he usually had a cramping pain, 


and that at times it was difficult for him to pass stools. 
He also describes periods during which his bowel move- 
ments were much less than he normally was used to. The 
patient remarked that he was no more “nervous” than 
the next soldier, and felt he adjusted fairly well in service, 
reaching the rank of sergeant prior to discharge in 1945. 
Following release from military service, he obtained em- 
ployment at an arsenal deactivating ammunition. This is 
a Civil Service job and the patient is extremely well 
satisfied, feeling that it offers him both security and a 
fairly good salary. Several times he brought out the fact 
that this was achieved in spite of the extremely meager 
education he has had. His attacks of diarrhea have con- 
tinued. The most recent one was about 14 days before 
admission here when he began experiencing a nauseousness, 
diarrhea, and flatulence. The patient noticed recently 
that he has become a “nervous individual’’ and describes 
his nervousness as follows: “I just can’t keep still, I am 
always on the go, much more than the other fellow. I 
can’t sit down, I must be about doing something.”” He has 
also observed that his emotional upsets will tend to bring 
on a bout of diarrhea. He and his wife apparently have 
a fairly good relationship between themselves and there 
does not appear to be undue tension in his home situa- 
tion. As the patient continued talking about his work he 
described his foreman as an extremely difficult individual 
to get along with. He stated it was impossible for any- 
body to talk sensibly and logically with this man, and 
for that reason the employees tend to avoid him as much 
as they possibly can. The patient has had a few run-ins 
with him, but has perceived that discretion in this case 
would be the better part of valor, if he desires to hold his 
job; therefore, he has swallowed his annoyance and ad- 
justs with his superior on that basis. 

Regarding the diagnosis of an irritable colon it is 
obvious that we are dealing here with a _ disfunction 
which results in either a delayed or hypermotive bowel. 
These two above conditions, being present at different 
times. Usually no definite lesion can be found allowing 
the physician to definitely state that an organic condi- 
tion exists. Apparently the entire pathology lies in a 
disturbance of intestinal tone and rhythm, deviating from 
the normally synchronized movements which we tend to 
regard as a normal healthy condition. The very fact that 
this patient’s complaints indicate both a hyperactive colon 
with diarrhea and a slow colon with constipation tends 
to indicate that the causative factors involved are con- 
cerned with a disfunctioning autonomic system. The 
patient's background demonstrates an individual who has 
never had a stable basis and secure enough environment 
so that his personality over its long formative period 
would have been able to develop into a condition ap- 
proximating what we feel is normality. This patient 
thrown to a large extent on his own resources, while still 
fairly young, made for a while a fairly good adjustment 
as far as we are able to determine. However, with the 
passing of time this long continued condition of insecurity 
became more perceptible to him along with the anxiety, 
which of necessity had to be a corollary of his insecurity. 
The mechanism of repression kept this anxiety from 
being expressed as such, and caused it to appear in the 
guise of a somatization reaction, whose symptomatology 
appears both logical and well clarified. 

Diagnosis: Psychogenic gastro-intestinal reaction, mani- 

fested by bouts of diarrhea, tenesmus, griping, 
cramp-like abdominal pains and constipation. 
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Recommendation: I am in complete agreement with 
his physician, who feels that the patient has had 
eight years of medication without achieving any 
lasting relief and that it does not appear further 
drug therapy will be useful. I also concur in the 
belief that psychiatric help is indicated. 


A discussion has been given above of a 
psychiatrist seeing cases solely in consultation 
for the medical and surgical departments of a 
hospital. These cases were usually referred to 
him when the patient’s physician felt that 
emotional factors played a role to a large ex- 
tent in his condition. Two statistical tables 
have been ineluded and a brief summary of 
one case given. The psychiatrist with his 
opportunity of obtaining an inclusive picture 
of the individual quite often can help his 
colleagues in the other branches of medicine 
regarding their diagnosis and treatment of 
patients. This is quite a divergence of view- 
point from the older concept with which the 
other branches of our profession have tended 
to regard us. It does represent, however, I 
feel, a very practical and useful aspect of 
what can be offered when the patient is re- 
garded as a complete entity. 


ENDOCRINOLOGY IN GYNECOLOGICAL 
PRACTICE* 
Ricuarp C. Haypen, M. D.,** 
Wilmington, Del. 

Endocrinology has become a special division 
of medicine only in the past ten years and no 
branch of medieme has grown so quickly or 
provided such opportunities for selientifie in- 
vestigation. Though the growth of this spe- 
cialty has been phenomenal, the science of 
endocrinology is still in its infaney. 

To substantiate my last statement let us 
briefly review some of the highlights of this 
science. In 1893, dessicated thyroid was first 
used in the treatment of myxedema, but it was 
not until 1926 that thyroxine was produced 
svnthetically. Insulin was isolated from the 
pancreas in 1922, estrogenic preparations ap- 
peared on the market about 1932, and _ testo- 
sterone was not discovered and produced 
synthetically until 1987. So trom the pre- 
ceding remarks we can see how new the science 
of the endocrine system really is. 


Rather than attempt to cover all of the en- 


* Presented at St. Francis Hospital Staff Meeting, June 
D1. 


15, 19 


** Assistant in Dept. of Ob-Gyn., St. Francis Hospital. 


NOVEMBER, 1951 


docrine glands, I shall only briefly mention 
the advances made in their respective fields. 

First, the chief gland of internal secretion, 
the pituitary. The chief hormones of the 
pituitary are derived from the anterior lobe 
and consist of the following: (1) the growth 
hormone; (2) follicular stimulating hormone ; 
(3) the lutenizing hormone; (4) thyrotropie 
hormone; (5) the adrenocorticotropie hor- 
mone; and (6) proclactin. The hormones of 
the posterior lobe are not too important at 
the present time. The thyroid has shown 
the results of investigative influence under 
three main headings: (1) anti-thyroid drugs 
(propylthiouracil) ; (2) radioactive iodine; 
(3) protein-bound iodine. The use of radio- 
active iodine in the treatment of hyperthyroid- 
ism has shown excellent results. The knowl- 
edge of the adrenal gland has increased tre- 
mendously especially between the interrela- 
tionship of the pituitary and the adrenal. 
The adrenal has three important functions: 
(1) the control of sodium and_ potassium 
metabolism; (2) conversion of protein to ear- 
bohydrate; (3) the production of androgen 
and estrogen, Cortisone or compound E is the 
newest hormone to be extensively investigated. 

The testes have not produced any new hor- 
mones, but knowledge has been gained about 
their use, especially as an aid to spermatogene- 
sis and their use in gynecology. 

The pancreas and gastro-intestinal hormones 
have produced nothing extraordinary. 

The ovary produces estrogen and progester- 
one and their relationship to other endocrine 
glands has been enhaneed. 

This review has been brief but it has 
brought out the chief advances in endoerin- 
ology up to the present time. 

To return to my original topic, 1 shall dis- 
euss the main endocrine glands and_ their 
relationship to gynecology. 

The thyroid gland shows a definite inter- 
relationship with the ovary but the exact 
mechanism is unknown. By the evidence gath- 
ered, large doses of the thyroid hormone de- 
press the ovary but:small doses stimulate it. 

Dessicated thyroid, as previously mentioned, 
is one of the oldest hormones and probably 
the most commonly used today. There is defi- 
nite danger in prescribing thyroid extract be- 
cause one can develop thyroid addiction. It 
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has been shown that the patient with a norma! 
functioning thyroid is the one who ean tolerate 
the largest dosage without ill effects. The 
hypo or hyperthyroid patient can only tole- 
rate a small amount (115 grains q.d.) of the 
hormone. Thus, by giving thyroid extract to 
the normal individual, a pharmacologic hypo- 
thyroid state can be produced. 

Before administering dessicated thyroid a 
definite diagnosis of hypothyroidism should 
he made by elinieal as well as laboratory meth- 
ods. The dosage should be low at first even 
in severe cases and increased at 3 to 4 week 
intervals until a satisfactory level is reached. 
The action of this hormone is cumulative and 
no BMR is accurate until 2 months after cessa- 
tion of therapy. It should be stressed that 
thvroid extract be taken orally as injections 
have no superior benefit. 

Hypothyroidism will produce both amen- 
orrhea and menorrhagia, but the latter is 
more common. Hypothyroidism usually 
produces amenorrhea either by inhibiting the 
ovary directly or indirectly through the pitui- 
tary. The treatment of hyperthyroidism is 
undergoing modification but still is chiefly 
surgical. The use of anti-thyroid prepara- 
tions reduces the toxicity and makes surgery 
safer. Radioactive iodine may eventually sup- 
plement or replace surgery in the treatment 
of this condition. In pregnaney, the treat- 
ment of choice is surgery. 

In sterility and habitual abortion where no 
hypothyroidism exists prescribing small 
amounts of dessicated thyroid has been help- 
ful. In menstrual disorders, it has relieved 
some conditions (dysmenorrhea, menorrhagia ) 
probably on the basis of raising the genera! 
metabolism of the body. 

The next Important ductless gland is the 
ovary and to understand the action of its hor- 
mones it Is necessary to know the process of 
menstruation. The old theory of menstrua- 
tion has been modified today so that we know 
both estrogent and 


progesterone however 


minute are necessary in both proliferative and — 


secretory phases for normal eveles. Of course, 
a normally funetioning pituitary is necessary 
to produce the ovarian hormones. 

There are two main types of estrogens, nat- 
ural and synthetic. The advantage of natural 


estrogen is that it Is better tolerated, has 


DELAWARE MepicaL JOURNAL 343 


better metabolic action, but is more expensive 
than the synthetic type. Progesterone is pro- 
duced by the corpus luteum and there is no 
synthetic product. 

The main uses of estrogens are: 

1. Amenorrhea of the physiologic type 
where the anatomy is normal. This type of 
therapy is usually given in eyelie fashion 
either alone or in combination with proge- 
sterone. 

2. Functional uterine bleeding is also treat- 
ed with estrogens alone or in combination 
with progesterone and androgens. 

3. The climacteric or menopause—the treat- 
ment of the symptoms of the menopause with 
estrogens has been abused more than any other 
Very seldom is it 
necessary to prescribe hormones for this con- 


condition in gynecology. 


dition and when necessary the dosage should 
he small and of short duration. Many _ pa- 
tients have been treated for vears for the eli- 
macteric which has been prolonged only by 
the continued administration of estrogens. 

4. Post-partum mastodynia has been treat- 
ed by estrogens but the rational is not clear 
and it does not seem to aid strikingly in the 
reduction of lactation. Simple binding «f 
the breasts usually suffices and does not en- 
danger the patient with future menorrhagia. 

>. Prostatic carcinoma has been treated 
mainly with Stilbesterol and seems to have 
its chief therapeutic value in reducing pain 
and metastatic osseous growths. Danger of 
feminization can occur if the dosage is not care- 
fully regulated. 

6. Threatened abortion has been treated in 
the past few years with increasing weekly 
doses of Stilbesterol on the assumption that 
the Stilbesterol produces progesterone. 

7. Dysmenorrhea has been treated by the 
use Of estrogens on the theory that only ovula- 
tory eveles produce pain and by inhibiting 
ovulation, no pain will result. 

Progesterone has been used in a_ wide 
variety of conditions but is expensive and its 
therapeutic value questionable. In habitual 
and threatened abortion, its benefit seems to 
be equivoeal and is rapidly being abandoned. 
Its use in the treatment of amenorrhea has 
already been mentioned in connection with 
estrogen. The greatest value of progesteron: 


therapy has been in functional uterine bleed. 


if 
5 
a 
4 
— 
. 
4 
r 
in 
5 
‘ 
* 4 
: 
3 
‘ 
4 
5 
re 
ve 


A 


344 DELAWARE STATE MepicaL JOURNAL 


ing. If any meno-metorrhagia is present, the 
diagnosis should be proved pathologically as 
well as elinieal to be on a functional basis 
before any hormone therapy should be = in- 
stituted. Once the diagnosis is established, 
this condition can be treated in several ways. 
Estrogen alone or in combination with pro- 
gesterone has already been mentioned.  Pro- 
vesterone administered for 5 days in eyelic 
fashion produces amenorrhea only to be fol- 
lowed by withdrawal bleeding 1 to 4 days 
after cessation of therapy. This bleeding 
represents the so-called ** medical currettage’ 

Recently the combination of estrogen, pro- 
vesterone and testosterone has been advocated 
in this condition with a high rate of cure, 
withdrawal bleeding also occurs with this type 
of therapy. Experimental work is now being 
done with progesterone in late fetal death and 
the toxemias of pregnancy based on a_ low- 
ered pregnandiol exeretion. 

The use of androgens in vyvnecology is be- 
coming more prevalent each vear. There are 
over 40 male sex hormones but the most potent 
are testosterone propionate parenterally and 
methyl testosterone for oral administration. 
The propionate is approximately 3 to 5 times 
as potent as the oral type. The dosage of 
androgens must be carefully regulated and in- 
dividualized in females to prevent masculiniza- 
tion. The main indieations for androgenic 
therapy in females are: 

1. Functional Uterine Bleeding—the ther- 
apy has already been mentioned. 

2. Primary dysmenorrhea—the rational of 
this type of therapy is probably on the basis 
of inhibiting the ovary and preventing ovula- 
tion. The results are encouraging but de- 
pend a great deal on the psychogenic back- 
ground of the individual. 

3. Endometriosis—this condition is relieved 
by the direct action of androgen on the ovaries 
causing regression in the ectopic endometrium, 
Many times this condition prevails without 
subjective symptoms and no treatment is 
needed. Androgen therapy should be used 
in voung women who have had conservative 
operation tor endometriosis but still have 
residual areas remaining in the pelvis. It has 
a definite place in the pre-operative manage- 
ment when there is definite bowel involvement. 

4. Carcinoma of the Breast—the theory that 
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carcinoma of the breast was stimulated by 
estrogens brought about the use of androgens 
in this condition. Experimental work is still 
being done on the use of androgens in breast 
cancer but some tentative conclusions have 
been reached. (A) Androgens may be used 
as palliative agents for advanced breast can- 
cer in women at any stage of life (B)  Sub- 
jective improvement occurs more frequently 
than objective (CC) Best results are derived 
in osseous metastasis but no effect is produced 
on soft tissue growths. Paradoxically estro- 
venus have also been used in the treatment of 
breast cancer but only in postmenopausal 
women. If estrogen is given to women with 
breast malignancy in the pre or menopausal 
croup, acceleration of the neoplasm occurs. 

Menopause—this condition is aided by 
testosterone by relieving the vasomotor 
symptoms and inhibiting the estrogens. It also 
raises the protein anabolism and has a definite 
psycho biological effect. 

6. Frigidity—this condition is improved by 
the administration of androgen beeause it 
causes an increased susceptibility to psyehie 
stimulation and increased sensitivity of the 
genitalia. 

7. Post-partum Mastalgia—testosterone de- 
creases the engorgement by reducing the vascu- 
lar stasis and intestitial fluid. 

S. Malnutrition and Osteomalacia—these 
conditions are trequently seen in pre as well 
as postoperative states and because of the 
protein anabolic effect, testosterone improves 
these conditions. 

Finally, we come to the master gland of 
the endocrine system, the pituitary. For 
vears the prevalent opinion was the 
pituitary controlled the secretions of the other 
endocrine glands but today that hypothesis 
has been modified. We believe the pituitary 
to act as a moderator or proctor over the hor- 
mones of the other endocrine glands but not 
to control their production. 

The use of the hormones of the pituitary 
is limited for several reasons. First, the 
source of human pituitary extracts is prae- 
tically unknown and certainly not available 
for clinical use. The hormones produced 
commercially are of animal origin and cause 
antigen-production in the human thus redue- 
ing their effectiveness. The chief hormones 
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of the anterior lobe of the pituitary used in 
gynecology are the gonadotropins. 

Unfortunately, the pituitary gonadotropin 
cannot be produced from the human; how- 
ever, experimental evidence has shown this 
hormone to be present in the urine of post- 
menopausal and castrated women. The man- 
ner in which the gonadotropin can be extract- 
ed from the urine in pure form is too expen- 
sive and complicated to be of clinical value. 
The main use of the pituitary gonadotropin 
is in amenorrhea in stimulating the ovary and 
many times it has produced menstruation. 
This hormone is definitely a follicular stim- 
ulating one and has no value in producing 
ovulation. The other gonadotropin which is 
found in the urine and placenta of pregnant 
women is the chorionic or leutotropie hor- 
mone, It is the hormone responsible for the 
positive pregnancy tests and a false positive 
may be obtained by a sufficient dosage of this 
hormone injected into a woman. This hor- 
mone is definitely leutotropie and produces 
an excessive excretion of pregnandiol in 
women. Chorionic gonadotropin has its chief 
‘Value in treating amenorrhea and anovula- 
tory menstrual cycles in combination with the 
pituitary gonadotropin. This type of therapy 
is substitutional and rarely curative but some- 
times does produce normal menstruation. 

SUMMARY 

The latest advances in endocrinology have 
been listed and the controversial subjects in- 
volved have been omitted or only briefly men- 
tioned. The main endocrine glands and their 
hormones used in gynecology have been re- 
viewed. Hormone treatment, it must be re- 
membered, is substitutional and not curative 
therapy. The results of hormone therapy in 
the treatment of metabolic disorders are en- 
couraging but more cures will be achieved as 
the knowledge of the endocrine system is un- 
folded. 


TRACHEOTOMY IN POLIOMYELTIS 
GEORGE J. Bornes, M. D.,* 
Wilmington, Del. 

Tracheotomy was first used in poliomyelitis! 
in pharyngeal paralysis for the prevention of : 
1. cyanosis; 2. apprehensiveness; 3. choking 


* Attending Chief of Communicable Diseases, St. Fran- 
cis and Wilmington General Hospitals. 

Lecturer Department of Biological Sciences, Univer- 
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attacks; and 4. aspiration of secretions into 
the bronchial tree. 

Tracheotomy has been done as a prophy- 
lactic procedure? to prevent: 1. anoxia; 2. 
atelectasis; 3. pulmonary edema ; 4. pneumon- 
itis; 5. acute laryngeal spasm; and 6. suction 
of secretions in the bulbar patient. 

Tracheotomy has been performed in bulbar 
poliomyelitis with respiratory  diffieulty® 
which was: 1. not relieved by postural drain- 
age; 2. not relieved by aspiration of seere- 
tions; 3. unable to swallow throat secretions ; 
4. unable to cough because of loss of the gag 
reflex of the pharynx; 5. unable to cough 
because of chest paralysis; 6. unable to talk 
because of vocal cord paralysis; and 7. a pos- 
sible candidate for the respirator—purely a 
prophylactic measure. 

The only true physiological indication for 
tracheotomy is paralysis of the larynx and 
the vocal cords* ©; this condition produces 
an upper respiratory tract obstruction. The 
early accumulation of oral secretions in the 
retropharynx is not an indication because this 
condition may be managed successfully with 
adequate experienced medical and nursing 
personnel. In the absence of experienced per- 
sonnel the necessity for tracheotomy must be 
decided upon as the emergency arises. 

The technique for tracheotomy” * * should 
he carefully planned, performed by an exper- 
ienced surgeon, and should take into account 
the following points: 1. if the patient is in 
the respirator, keep him out of the machine 
with the aid of the Electro Phrenic Respira- 
tor or with an intermittent positive pressure 
machine; 2. insert a bronchoscope and do the 
operation over the bronchoscope; 3. give cu- 
rare’’ to relax neck muscles so that the head 
can be freely movable; 4. endotracheal anes- 
thesia and oxygen may be administered; 5. 
the second tracheal ring is cut; 6. use the 
largest tracheotomy tube possible for the size 
of the patient; the larger tube facilitates the 
flow of oxygen, produces less crust formation, 
and there is less trouble with obstruction ; 7. 
humidity the air; 8. have constant experienced 


nurse to suction the tube and the pharynx of 


the patient in order to eliminate the passage 
of salivary secretions down the oropharynx 
into the trachea; 9. give oxygen thru the 
tracheotomy tube, 2-3 liters per minute, thru 
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water; 10. feed patient intravenously with 
sufficient calorie intake; give blood transtu- 
sions and protolysates ; 11. remove tracheotomy 
tube as soon as possible. 

Opinions differ as to the life-saving merits 
of tracheotomy because of the many difficul- 
ties and complications which arise following 
this procedure in acute poliomyelitis. The 
most important objections may be outlined as 
follows: 1. the bulbar poliomyelitis patient 1s 
already weak and devitalized when another 
burden and fear of the tracheotomy are add- 
ed; the loss of the power of speech add to the 
apprehensiveness ; 2. there is some difficulty 
in feeding the patient by mouth while the 
tube is present. Gavage has its dangers of 
irritation and producing regurgitation of 
stomach contents into the trachea; 3. special 
equipment and nursing care are needed for 
the administration of humidified air, oxygen 
and for suctioning. Children must be kept 
well restrained in order to prevent them from 
pulling the tube out; 4. with good medical and 
nursing care the power of swallowing returns 
within four to seven days in most patients. 
The return of swallowing with tracheotomy 
takes twenty-one days or longer; 5. constant 
experienced nursing care around the clock is 
necessary to avoid sudden suffocation due to 
obstruction of the tube, since the patient ean- 
not call for help. Suetion of the pharynx 
must still be continued to prevent saliva from 
entering the treachea and lung. Administra- 
tion of oxygen and suction of secretions is 
difficult to carry out efficiently the 
tracheotomy tube; 6. there is a frequent in- 
cldence of crust formation in the trachea by 
the tube; this is uncomfortable and reduces 
the size of the airway. The required constant 


suctioning of the trachea by a catheter pro- 
duces trauma, scarring, and secondary infee- 


tion. Stenosis of the trachea may require 
prolonged treatment for dilatation. Delayed 
healing of tracheotomy wounds is not frequent 
hut it may add to the discomfort of the pa- 
tient; 7. repeated bronchoscopy may be neces. 
sary thru the tracheotomy opening if obstrue- 
tion cannot be relieved by suction; 8. atelecta- 
sis, pneumothorax, pulmonary emphysema, 
pulmonary edema, and pneumonia are fre- 
quent complications following tracheotomy ; 
9 there is always the inevitable ineidence 
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of surgical risk; and 10. actually the mortal- 
itv of bulbar poliomyelities has not been 
reduced by tracheotomy; in tracheotomized 
patients, the mortality has been from 40% 
to over 50° ; it is stated that many of the 
patients were saved by tracheotomy in in- 
stances where nursing care was inadequate to 
care for the emergency needs of the bulbar 
patient. There is no question that tracheo- 
tomy performed where obstruction of the air 
way cannot be relieved by other methods is 
life saving. In our opinion good medical and 
nursing care by specially trained personnel 
will save more lives in bulbar poliomyelitis 
than any surgical procedures. 

Since 1942 67 bulbar poliomyelitis patients 
have been treated in the Doris Memorial Con- 
tagious Unit of the Wilmington General Hos- 
pital. Thirteen, or 20° of these, died due 
to involvement of the respiratory center. 
These cases are tabulated (Table 1) in order 
to show and stress the lapse of time between 
onset, admission to the hospital, and death. 
Of the remaining 54 cases in this group, 26 
had severe involvement with complications, 
but recovered without the use of tracheotomy 
or respirator; the remaining 28 patients had 
moderate involvement and they all made an 
excellent recovery. 

TABLE | 
BuLBAR POLIOMYELITIS DEATHS 


Lapsed 
Days Days 


Onset Adm. to 
Age to Adm. Involvement Death 


i Resp., All 
extremities 2 
Respiratory l 
Respiratory 
Resp. Center 
All extremities 
Resp. Center 
All extremities 
Resp. Center 
L.. Upper Ext. 
Both Lower Ex. 
Face, Swallowing 
Encephalitic 
Resp. Center, 
Face, L. Lower Ex, 
Resp. Center 
Both Lower Ex. 
Resp. Center 
All Extremities 
Resp. Center 
All Extremities, Cire. 
and Resp. Center 
All Extremities 
Resp. Center 


Note that five patients expired within 24 hours, 
and four within 48 hours of admission. 
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SUMMARY 
Tracheotomy in poliomeylitis is discussed. 
Its indications, technique, and disadvantages 
are outlined. A summary of our experience 
with bulbar poliomeylitis without tracheo- 
tomy is presented. 
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TUBERCULOSIS TODAY 
Gi. TaGGartT Evans,* 
Wilmington, Del. 


Help Fight TB 


Buy Christmas Seals 


The spectacular decline in the tuberculosis 
mortality rate from the second cause of death 
in 1900 to the seventh cause in 1940 led some 
of the most conservative scientists to predict 
the virtual eradication of the disease by 1950. 
This has not been the case. 

Tuberculosis authorities estimate that there 
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are 500,000 men, women, and children with 


tuberculosis in the country. The disease ot 
half of them has been detected. The other 


half—the hidden 250,000 cases—represent 
people who are losing their own health and may 
be infecting others. They must be found, 
diagnosed, and put under treatment before 
the battle against tuberculosis can be won. 

Kor it can be won. Tuberculosis can be 
cured, Bed rest, preferably in a tuberculosis 
hospital or sanatorium, is the imperative first 
step. Sinee the disease can be treated sue- 
cessfully in any climate, the patient need 
not leave his family and ‘‘go West” as in 
the old, uninformed days. He can go to a 
hospital near his home, within visiting dis- 
tance of his relatives and friends. 

Bed rest in a good tuberculosis hospital 
may be enough to cure his tuberculosis. But 
certain types of the disease may not heal 
completely on bed rest alone. In those cases, 
rest may be combined with drugs or surgery, 
or both. 

Streptomycin, developed from a soil organ- 
ism, was the first drug to offer real promise 
in the treatment of tuberculosis and is still 
the drug of choiee. 

But streptomycin is not a cure for tubercu- 
losis. Nor is its use always advisable. What 
the scientists are seeking is the ideal drug 
which would bring results rapidly, vet be 
safe, and without such uncomfortable side 
effects as dizziness, nausea, and deafness. It 
should not favor the building up of  resist- 
ance by the tuberculosis germ, as does strepto- 
mycin. When this happens, the drug is no 
longer effective. To combat this difficulty, 
streptomycin is usually given in combination 
with another drug. One of the most suecess- 
ful is para-aminosalieyvlie acid, PAS for short. 
PAS seems less successful than streptomycin 
in suppressing tuberculosis. But it is capable 
of inhibiting the growth of the tuberculosis 
germs which have become resistant to strepto- 
mycin. 

Certain types of tuberculosis, especially 
those with lung cavity, may not heal com- 
pletely on bed rest and drugs alone. In those 
‘ases, additional relaxation must be given 
by some form of ‘‘collapse therapy’ 

These range from the relatively simple 
temporary collapse measures, such an pneumo- 
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thorax and pneumoperitoneum, to permanent 
collapse of the diseased area of the lung by 
thoracoplasty. 

In cases which cannot be controlled by the 
simpler collapse methods, resort is made to 
more radical lung surgery, such as lobee- 
tomy, segmental resection and pneumonec- 
tomy. Under ideal conditions in the hands of 
a skilled operator, removal of lung tissue now 
‘arries littke more risk than the removal of 
segments from the stomach or intestines. 

New drugs and new techniques make a good 
start in conquering tuberculosis. But no 
specialist is entirely satisfied with the status 
of surgery or chemotherapy for this disease. 
Medical research is being sponsored by the 
Publie Health Service and other ot- 
ficial agencies, by the voluntary tuberculosis 
associations, by hospitals and universities, by 
industry and private foundations. No organ- 
ization is more active in this respeet than 
the National Tuberculosis Association and its 
3,000 affiliated associations, who receive 
their financial support from the annual sale 
of Christmas Seals. 

Since 1907 approximately $265,000,000° has 
heen raised by the sales of the familiar seal 
bearing the double-barred cross. This year, 
at least one per cent of every 1951 Christmas 
Seal purchase will be used for research against 
tuberculosis in the most extensive medical and 
social research program in the history of the 
National Tuberculosis Association. The work 
of 35 investigators in 14 states and the District 
of Columbia will cover every aspect of the 
disease from a_ better understanding ot its 
cause to better methods of treatment. 


These studies are heing earried on im the 
laboratory and in the hospital. Among the 
tools are the microscope and the test tube. 
Another important tool is money—sufficient 
funds to carry out the projects. Proceeds 
from the 1951 Christmas Seal drive may turn 
today’s ideas and hopes in medical researeh 
to tomorrow's most effective measures in the 
prevention and cure of the disease. 

It is not too much to hope that through 
the Christmas Seals more powerful curative 
agents will be discovered whieh will, alone 
or in combination with already known meth- 
ods, save lives that would otherwise be lost. 
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SPOTLIGHT ON 1952 

In a program expected to focus a dramatic, 
bipartisan spotlight on the major national 
issue of 1952, Senator Robert A. Taft, Ohio 
Republican, and Senator Harry F. Byrd, Vir- 
gvinia Democrat, will share the platform Wed- 
nesday evening, December 5, at an open meet- 
ing of the House of Delegates of the Ameri- 
can Medical Association in the Los Angeles 
Shrine Auditorium. 

Announcing the program recently, Dr. 
(reorge Lull, Secretary and General Man- 
ager of the AMA, said the addresses by Sena- 
tors Tatt and Byrd will be carried nation- 
wide by the radio network of the American 
Broadcasting Company. 

The Los Angeles meeting, a special event 
at the Fifth Annual Clinieal Session of the 
AMA, will be open without charge to the gen- 
eral public, Dr. Lull said, and is expected 
to attract a capacity crowd of 6,800 people. 


It will be attended by seores of Hollywood 


celebrities, political figures, public officials, 
and leaders, 

‘Senator Tatt and Senator Byrd will have 
complete freedom to discuss both domestic and 
international issues as they view them’’, said 
Dr. Lull. **We have reason to believe that 
both men will deal with the major issues of 
the 1952 political campaign, including the 
issue of socialized medicine and the over-all 
trend toward State Socialism in this country. 

“The American Medical Association is a 
nonpartisan, professional organization with a 
<Incere concern over the basic¢ issues contront- 
We believe that 
those issues transcend all political party lines 


ing the American people. 


as they stand today. We therefore consider 
it highly fitting to provide this forum for two 
outstanding leaders in the two major parties. 
We believe that what Senators Taft and Byrd 
sav on December 5 in Los Angeles will have 
a significant influence in shaping the great 
debate of 1952.°° 

The public meeting will start at 7:00 p.m. 
in Los Angeles. The ABC radio broadeast 
will be heard at 9:00 p.m. loeal time in all 
parts of the country except im the eastern 
time zone, where it will be seheduled = for 
10:00) p.m. 
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One Man We Don’t Wan 


Governor Earl Warren of California, speak- 
ing on a CBS radio broadcast on November 
4th, again advocated the enactment of a sys- 
tem of Compulsory Health Insurance. 


Warren, three times defeated in efforts to 
inaugurate such a svstem in California, made 
it clear that he now favors a system of Gov- 
ernment-directed Medical Care for all the 
American people. 

The Governor denied that his (program 
was Socialized Medicine, but the plan he has 
advocated in California closely parallels the 
program of Socialized Medicine advocated by 
President Truman and Federal Seeurity Ad- 
ministrator Osear Ewing. 

The full text of Governor Warren’s state- 
ment follows: 


“It is not sufficient to say that America has 
developed the finest medical care in the world, 


even though this is true. We still must find a 
way to make it accessible to all of our people. 

“The well-to-do can pay for good medical care; 
the indigent receive it from public agencies and 
through the charitable work of the doctor; but 
the self-reliant worker, the man in the average 
or lower income bracket who contributes so 
much to building our country, and whose greatest 
ambition and hope is to raise a good American 
family, cannot bear the financial catastrophe of 
serious illness. 

“IT have advocated for California a program of 
pre-paid medical care as a possible solution. The 
proposal has been called socialized medicine by 
some who are opposed to it. It even has been 
given the ugly name of communism by others. 
It is neither. Nor is it statism as practised in 
Germany or socialism as practised in England. 

“T have never been and am not now in favor of 
socialized medicine. | do not believe in socialism, 
but I do believe in social progress, which has been 
the hallmark and the glory of the American na- 
tion from its beginning. 

“IT am convinced we will enter upon a new era 
of progress in the cause of health when we make 
it possible for every one of our people to protect 
himself and his family from the economic dis- 
aster of backbreaking hospital and medical bills. 

“I believe it is the responsibility of the states 
to undertake to help doctors, hospitals and the 
public they serve in the solution of what, up to 
the present time, has been an insoluble problem. 
I have never held out my proposal as the only 
solution. It is my proposal until someone offers 
a better one. 

“I am firmly of the belief, however, that our 
American system is sufficiently adaptable to make 
possible the solution of the problem of medica! 
care without doing violence to the political, eco- 
nomic or professional concept of all the people 
who are sincerely interested in the problem 

As vou undoubtedly Know, Governor Warren 
has been defeated repeatedly in attempts to se- 
cure the enactment of a program of Socialized 
Medicine in the State of California, but he now 
makes it clear that he believes such a program 
should encompass all the American people. It is 
significant that he made this statement only a few 
days before announcing his candidacy for Presi- 
dent. 

You will note that Governor Warren, in com- 
mon with President Truman and Federal Security 
Administrator Oscar Ewing, repudiates the term 
“socialized medicine’, while warmly embracing 
the substance. That has become accepted prac- 
tice among those who seek a politically-dominated 
medical system, however, and no one should be 
misled by it. 

Governor Warren, in his most recent statements, 
as in the past, has completely ignored the tre- 
mendous strides made by voluntary health insur- 
ance in providing prepaid medical care for the 
American people. This is consistent with his posi- 
tion throughout the long fight in California on this 
issue, for he has always either ignored or be- 
littled the progress of the voluntary systems, de- 
spite the fact that there are now more Californians 
enrolled in voluntary health insurance plans than 
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Warren promised to provide for under his scheme 
of compulsory health insurance. Even coverage 
for catastrophic illness, to which Warren refers 
in his CBS statement, now is provided by Cali- 
fornia Physicians Service in his own state, but 
the Governor, for reasons best Known to himself, 
refuses to admit that anyone other than politicians 
can provide the people with adequate prepaid 
medical care. 


On the issue of compulsory health insurance, 
Governor Warren is in the Truman-Ewing camp 
just as surely as if he were formally enrolled in 
it which, incidentally, President Truman has in- 
dicated he should be. 

In reply to Warren's statement, Dr. John 
W. Cline, President, AMA, and Dr. Elmer 
lL. Henderson, Chairman, Coordinating Com- 
mittee, AMA, make a joint reply, in part, as 
follows: 


We have heard before now many criticisms 
in Delaware of Governor Warren’s attitude 
toward medical care, and while perhaps it 
was not the major reason for the defeat in 
1948 of the Deweyv-Warren ticket, it was un- 
doubtedly an important factor. Since War- 
ren’s recent statement indicates that he has 
learned absolutely nothing from the exposes 
of the tendency of the present administra- 
tion toward socialistic doctrines and a social- 
istic state, we can say, without fear of con- 
tradiction, that as a eandidate for the Presi- 
deney of the United States, regardless of his 
political party or affiliations, the doctors of 
Delaware want no part of Earl Warren. What 
the doctors of this, the first state in the Amer- 
ican Union, feel about Warren as an anti- 
private-practice eandidate is certainly shared 
by the doctors in every other state of the 
Union, especially his own, California. In 
other words, it is safe to say that the doctors 
of America want no part of Earl Warren on 
any ticket. 


BOOK REVIEWS 


Who Walk Alone. By Perry Burgess. Pp. 
312. Cloth. Price, $3.50. New York: Henry 
Holt and Company, 1950. 

This is the real story of a sufferer of Han- 
sen's Disease (leprosy ). 

A special edition of this very enlightening 
hook has been distributed by the Leonard 
Wood Memorial for the Eradication of Lep- 
rosy for the purpose ot interesting readers In 
the plight of the lepers, and the scientific ef- 
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forts being made to solve one of the oldest dis- 
eases. 

The main character in the book is an Amer- 
ican soldier who served in the Spanish-Amer- 
ican War in the Philippines and who many 
vears after he returned home became a leper. 
As his trials and tribulations are unfolded 
one realizes that even to-day people in gen- 
eral have a horrible fear of associating with 
any one diagnosed as a leper. The disease is 
far less dangerous to publie health than many 
other diseases and those suffering from it 
should be treated as sick people, not as ¢rim- 
inals. The disease does not kill the patient 
but often causes certain deformities which 
disable him. 

There are two main types of the disease: 
the tubereuloid, which is not infectious; and 
the lepromatous, which is considered open 
and infeetious. In this latter type the baeilli 
are present in nasal discharges and scrapings 
from the skin; spread is possible thru in- 
halation or swallowing of the germs, or the 
verms may enter healthy persons thru 
wounds tn the skin. It is usually contracted 
in Childhood but adults can also contract it. 
A higher attack rate among males is the rule 
for the lepromatous form of the disease. <A 
very large proportion of patients bear little 
or no outer signs of their affliction. 

It is not generally known that Hansen’s 
disease is not inherited and is not congenital. 
Doctors, nurses, technicians and other per- 
sonnel working in leprosaria rarely contract 
this fearful disease; and infection of husband 
ov wile from an infected spouse is rare. 


Leprosy is common in tropical and = sub- 
tropical areas with residual areas of low prev- 
alencee in cooler regions. Some eases arise in 
Florida, Louisiana, Texas, and Southern Cali- 
fornia. There are about three to five million 
eases in the world. 


Physicians will find this book very informa- 
tive as far as the life of a sufferer of Hansen’s 
disease In a leper colony is coneerned. It will 
also aid in sharpening one’s suspicions for an 
early diagnosis in such a patient because, as 
the story brings out so well, a patient wanders 
from doctor to doetor and from one hospital 
to another without a diagnosis of this old dis- 
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ease Which has horrified people for centuries 


all over the world. <A skin biopsy of the 


anesthetic lesions together with a nasal smear 
examined for the acid fast bacillus of Hansen 
will usually furnish the diagnosis. 


The attention which is now being given to 
scientific studies of the nature and control ot 
Hansen's disease is the most encouraging 
factor. The Leonard Wood Memorial for the 
Kradication of Leprosy depends entirely on 
contributions from the general publie for its 
financial support. 


A Text-Book of X-Ray Diagnosis. By British 
Authors, in 4 vols. Edited by 8S. Cochrane 
Shanks, M. D., Director, X-ray Diagnostic De- 
partment, University College Hospital, Lon- 
don; and Peter Kerley, M. D., Director, X-Ray 
Department, Westminster Hospital, and Rad- 
iologist, Royal Chest Hospital, London. Pub- 
lished by W. B. Saunders & Co. Philadelphia 
and London, 1951. 


This is a second edition of a standard Eng 
lish reference in x-ray diagnosis. The first 
edition was by S. C. Shanks, P. Kerley and 
kK. W. Twining, published in 1988 and con- 
sisted of three volumes. 

The present edition has been arranged in 
four volumes because of the additional mate- 
rial presented, as follows: 

I—Head and Neck; I1——Cardiovaseular and 
Respiratory Systems; L1]—Alimentary Traet, 
Biliary Tract, Abdomen, Obstetrics and Gyne- 
cology, Urinary Tract ; 1V—Bones, Joints and 
Soft Tissues. 

The rearrangement of material should in- 
terest many specialists who would be inter- 
ested in only one branch of diagnostie roent- 
venology. 

The section on Heart has been increased 
about 50° In size and numerous new illustra- 
tions have been added, ineluding several! 
sketches in color. Sections on Angioeardio- 
vraphy and Electrokyvmography have been 
added but are limited in their seope of dis- 
CUSSION. 

The volume on Abdomen has been changed 
very little, but a new section on the Alimen- 
tary Tract of Infants and Children has been 
added. In this volume the section on Radi- 
ology in Obstetrics has been greatly extended 
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and is quite comprehensive, ineluding a dis- 
cussion of all the major techniques for exam- 
ining the maternal pelvis. 

In the first volume the discussion on Cere- 
bral Angiography has been greatly improv- 
ed and enlarged. 

| feel that this is one of the best sets of 
reference books in roentgenology and should 
be a part of the library of every roentgenolo- 
gist. The individual volumes should be of 
great interest to other specialists. 


Technical Methods for The Technician. By 
Anson L. Brown, M. D. Fourth edition. Pp. 
784, illustrated. Fabricoid. Price $10.00. 
Columbus, Ohio: Anson L. Brown, Incorporat- 
ed, 1951. 


This book is designed as a work book for 
laboratory training students of the high 
school level. In an attempt to be simple the 
author has failed to produce a well balanced 
book. His approach is so elementary that the 
results are nothing more than a cook book. 

The chemistry procedures are out-dated and 
incomplete. Hematology is maccurate and 
elementary and the terminology is out-dated. 
Bacteriology is ill planned and important 
methods are only alluded to. The serological 
procedures appear adequate but are not en- 
tirely up-to-date. The blood bank section is 
inadequate. The histology is out of date and 
unscientifically presented. The book is cer- 
tainly not to be recommended for a modern 
medical laboratory, student, or physician. 


A Bibliography of Infantile Paralysis: 1789- 
1949. Prepared under the direction of the 
National Foundation for Infantile Paralysis, 
Inc. Edited by Morris Fishbein, M.D., Ella 
M. Salmonsen, and Ludwig Hektoen, M.D. 
Second Edition. Cloth. J. B. Lippincott Co., 
Philadelphia; 1951. 

This is the most complete volume of refer- 
ences on anterior poliomyelitis. They are ar- 
ranged alphabetically for each vear beginning 
in 1789 and including 1949, with a complete 
index following the references. A brief ab- 
stract of each article is also given. 

Perhaps the most useful section of the book 
is the detailed subject index which adds to 
the practical value of this voluminous refer- 
ence book on the subject of poliomyelitis. 
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1789—MEDICAL SOCIETY OF DELAWARE—1951 


OFFICERS 
PRESIDENT, Charles E. Wagner, Wilmington 
PRESIDENT-ELEcT, Ervin L. Stambaugh, ee SECRETARY, Andrew M. Gehret, Wilmington 
VICE-PRESIDENT, Benjamin F. Burton, Dove TREASU RER, Joseph M. Messick, Wilmington 
EXECUTIVE SECRETARY, W. "Edwin Bird, M. D., 822 N. American Bidg., Wilmington 
AMERICAN MEDICAL ASSOCIATION (1951) DELEGATE: James Beebe, pean ALTERNATE: C. E. Wagner, Wilmington 
REPRESENTATIVE TO DELAWARE ACADEMY OF MEDICINE, WO. LaMotte, Wilmington 


STANDING COMMITTEES 
SCIENTIFIC WORK 
R. W. Comegys, Clayton 
Oo. A. James, Milford 
A. M. Gehret, Wilmington 


MEDICAL EDUCATION 
kK. O. Y. Warren, Wilmington 
J. L. Fox, Seaford 
H. W. Smith, Harrington 


PUBLICATION 
W. E. Bird, Wilmington 
M. A. Tarumianz, Farnhurst 
A. M. Gehret, Wilmington 


Pusiic LAws 
J. S. McDaniel, Dover 
J. W. Lynch, Seaford 
E. R. Mayerberg, Wilmington 
J. D. Niles, Middletown 
V. D. Washburn, Wilmington 

BUDGET 

J. M. Messick, Wilmington 
Charles Levy, Wilmington 
M. A. Tarumianz, Farnhurst 
W. T. Chipman, Harrington 
J. R. Elliott, Laurel 


SPECIAL COMMITTEES 
ApvIsoRY, WOMAN'S AUXILIARY 
Roger Murray, Wilmington 
Charles Levy, Wilmington 
J. M. Messick, Wilmington 
J. J. Lazzeri, Smyrna 
J. R. Elliott, Laurel 


CANCER 
M. Gay, Wilmington 
asella, Wilmington 
J. F. Hynes, Wilmington 
E. G. Laird, Wilmington 
W. Lattomus, Wilmington 
«. J. Prickett, Smyrna 
R. R. Layton, Dover 
James Beebe, Lewes 
Bruce Barnes, Seaford 


TUBERCULOSIS 
D. Phillips, Marshaliton 
Wilmington 
W ilmington 
MeDaniel, Jr., Milford 
McGee, Wilmington 
J. M. Messick, Wilmington 
C. J. Prickett, Smyrna 
William Marshall, Se. , Milford 
C. M. Moyer, Laure! 


SPECIAL COMMITTEES 
MATERNAL AND INFANT MORTALITY 
A. H. Williams, Laurel 
C. T. Lawrence, Jr., Wilmington 
C. L. Hudiburg, Wilmington 
S. W. Rennie, Wilmington 
R. O. Y. Warren, Wilmington 
B. F. Burton, Dover 
MENTAL HEALTH 
G. W. K. Forrest, Wilmington 
J. S. MeDaniel, Jr., Dover 
O. V. James, Milford 
INDUSTRIAL HEALTH 
L. McGee, Wilmington 
G. ii. Gehrmann, Wilmington 
Hi. L. Springer, Wilmington 
E. H. Mercer, Dover 
H. V’P Wilson, Dover 
lb. L. Bice, Seaford 
A. C. Smoot, Georgetown 
VOCATIONAL REHABILITATION 
James Beebe, Lewes 
G. A. Beatty, Wilmington 
1. M. Flinn, Wilmington 
T. B. Strange, Wilmingtor 
W. C. Pritchard, Smyrna 
HEART DISEASE 
E. R. Miller, Wilmington 
A. H. Clagett, Jr., Wilmington 
E. M. Krieger, W ilmington 
R. Everett, Dover 
R. L. Klingel, Lewes 
DIABETES 
L. B. Flinn, Wilmington 
J. R. Durham, Jr., Wilmington 
Charles Levy, Wilmington. 
L. L. Fitchett, Milford 
ARTUKITIS 
A. J. Heather, Wilmington 
I. M. Flinn, Wilmington 
A. R. Shands, Wilmington 
C. C. Fooks, Milford 
O. A. James, Milford 
HEALTH & SANITATION 
E. R. Mayerberg, Wilmington 
G. A. Beatty, Wilmington 
V. D. Washburn, Wilmington 
W. T. Chipman, Harrington 
H. V’P. Wilson, Dover 
Bruce Barnes, Seaford 
Stambaugh, Lewes 
FEES FOR WELFARE PATIENTS 
R. W. Comegys, Clayton 
A. R. Crutchley, Middletown 
J. W. Lyneh, Seaford 
WOMAN'S AUXILIA 


RY 
Mks. DovuGLas M. Gay, President, Wilmington 
Mrs. S. W. Rennis, President-elect, Wilmington Mrs. E. T. O'DONNELL, 


SPECIAL COMMITTEES 
MEDICAL SERVICE AND 
PUBLIC RELATIONS 
. R. Mayerberg, Wilmington 
.M. Allen, W ilmington 
W. 0. La Motte, Wilmington 
C. L. Munson, Wilmington 
W. M. Pierson, Wilmington 
McDaniel, Dover 
P. Wilson, Dover 
. W. Lynch, Seaford 
O. A. James, Milford 
RURAL MEDICAL SERVICE 
J. R. Downes, Newark 
C. R. Donoho, Newark 
J. D. Niles, Middletown 
C. J. Prickett, Smyrna 
H. W. Smith, Harrington 
Bruce Barnes, Seaford 
H. S. Riggin, ‘Seaford 


CARB OF COLORED PEOPLE 
H. T. MeGuire, New Castle 
Conwell Banton, Wilmington 
S. G. Elbert, Jr., Wilmington 
I. J. MacCollum, Wyoming 
. Fox, Seaford 


NATIONAL MEDICAL 
ERVICE 
J. R. Beck, W 
C. L. Munson, Wilmington 
W. F. Preston, Wilmington 
S. H. Stradley, Wilmington 
V. D. Washburn, Wilmington 
MEDICAL ECONOMICS 
Ira Burns, Wilmington 
McDaniel, Jr., Dover 
J. EK. Marvil, Laurel 
HOSPITALS AND PRACTICE 
OF MEDICINE 
J. W. Howard, Wilmington 
he A. Beatty, Wilmington 
B. Flinn, Wilmington 
W. O. LaMotte, Wilmington 
C. E. Wagner, Wilmington 
J. 8. McDaniel, Dover 
J. B. Waples, Georgetown 
SOCIAL HYGIENE 
A. D. King. Wilmington 
H. Mercer, Dover 
James Beebe, Jr., Lewes 
GRIEVANCE BOARD 
G. W. K. Forrest, Wilmington 
I. L. Chipman, Wilmington 
D. Niles, Middletown 
J. MacCollum, Wyoming 
Beebe, Lewes 


Corresponding Secretary, Wilmington 


Mrs. ANDREW M. Genret, Recording Secretary, Wilmington Mrs. LAwrence W. Fitcuett, Treasurer, Milford 


NEW CASTLE COUNTY MEDICAL 
SOCIETY 


Meets Third Tuesday 
WASHBURN, President 
Larromus, President-elect 
STRADLEY, Jr., Vice-President 
STrRouD, Secretary 
BANCROFT, Treasurer 

C. SyrRovaTKa, Executive Secretary 

Councilors (1952): L. C. McGee, 
H. T. MeGuire, J. C. Pierson. 

Delegates (1951): E. M. Bohan, Ira 
Burns, A. Giles, A. 

G. Laird, . LaMotte, S 
Maroney, E. Mavyerberg, 
son, E« iward Parvis, O. N. 
H. Stroud, M. A. Tarumianz. 

Alternates (1951): Steven Barto- 
shesky, Joseph Beck, Allen Fleming, 
Mildred Forman, J. King, A. WG. 
Lessey, Wm. T. MeLane, Douglas San- 

Paul Shaw, Roe rer B. Thomas, R 
Warren. 

Delegates (1951- : N. L. Cannon, 
I. L. Chipman, Sr. . A. Giles, A. |. 
Heck, Charles Levy, C. L. Munson, M 
B. Pennington, J. C. Pierson, S. H. 
Stradley, Jr., G Vaughn, V. D. 
Washburn. 

Alternates (1951-52): V. Ander- 
son, R. E. Allen, J. W. Barnhart, J. 
M. Barsky, Jr., W. W. Briggs, Italo 
Charamella, J. A. Chrzanowski, C. T. 
Lawrence, F. A. Jones, C. P. Johnson, 
Resnick, F. S. Skura, H. A 
Tarrant. 


MEDICAL COUNCIL OF DELAWARE 


Hon. Charles S. Richards, President: 


Joseph S. McDaniel, M. 
Wallace M. Johnson 


Secreta ry 


KENT COUNTY MEDICAL 
SOCIETY 


Meets First Wednesday 
R. R. Layton, Jr., President, Dover 
B. AKER, Vice-President, Milford 
S. Secretary-Treas- 
urer, Dover 
Councilors: C. J. Prickett, Smyrna 
and Wm. Marshall, Milford. 
Delegates: H. V. Wilson, Dover, 
and I. J. MacCollum, Wyoming. 
Alternates: J. S. MeDaniel, Dover 
and H. W. Smith, Harrington. 


DELAWARE STATE DENTAL 
SOCIETY 


J. S. Mack, President, Seaford 

JI. F. MaGutire, Jat V. P., Wilmington 

H. L. Kurrirst, 2nd V. P., Wilming- 
ton 

TAMES KRYGIER, Secretary, Wilmington 

Lowis KRESHTOOL, Treasurer, Wil- 


mington 
Delegate A.D.A., 


MUSSELMAN, 
Newark. 

CLYDE NELSON, Alternate A.D.A., Mil- 

ford. 


DELAWARE STATE BOARD OF 
HEALTH 
Mact ‘ollum, M.D... President, 


Wyoming Mrs. <A. Louise Cochran, 
Secretary, Middletown; Mrs. 7 lith R 
ndall, Wilmington; Moore, 
S., Seaford: C. M. Moyer, M. D., 
y J. Niles, M.D., Middle 
town: H. N. Stayton, Jr.. M.D., Wil 
mington: Mrs. Barbara N. Voss. Wil 
mington: F. I. Hudson, M. D., Ewreew- 
tive Necretary. Dover. 
BOARD OF MEDICAL EXAMINERS 
J. S. McDaniel, President-Secretary ; 
H. V. P. Wilson. Assistant Necretary-: 
W. E. Bird. J. E. Marvil. G. A. Beatts 


SUSSEX COUNTY MEDICAL 
SOCIETY 


Meets Second Thursday 
JAMES, President, Milford 
Fox, Vice-President, Seaford 
TOBIN, Secretary-Treasurer, Mii- 
ton 


Councilors: J. W. Lynch, Seaford; 
A. C. Smoot, Georgetown. 

Delegates: Bruce Barnes, Seaford; 
D. L. Bice, Seaford; C. M. Moyer, 
Laurel; G. M. Van  Valkenburgh, 
Georgetown. 

Alternates: W. G. Hume, Selbyville; 
R. L. Klingel, Rehoboth; A. C. Smoot, 
Georgetown; E. L. Stambaugh, Lewes. 


DELAWARE ACADEMY OF 
MEDICINE 
Open 10 A.M. to 5 P.M. 
M. ALLEN, M.D., President. 
. M. Prerson, M.D. First Vice-Preai- 
dent. 
R. R. Wder, 
President. 
A. M. Genret, M.D., Secretary. 


I. M. Fuinn, M.D., Treasurer. 
C. SyrovatKa, J. D., Librarian 


D.D.S., Second Vice- 


DELAWARE PHARMACEUTICAL 
SOCIETY 

WALLACE Watson, President, Wil 
mington 

LANDIS WILSON, First Vice-President, 
Creorgetown. 

NORMAN CHAMBERLAIN, 
President, Harrington. 

ASHTON, Third Vice-Preside nf 
Milford. 

HARRY ZRISIG, 

ALBERT DOUGHERTY. 
mington 


Necond Vice 


Secretary, Milford 
Treasurer, Wil- 
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An Advertisement of G. D. Searle & Co. 


(The Council on Pharmacy and Chemistry of the American Medical Association has adopted 
the following statement of Actions and Uses and of Dosage for publication in connection 
with a description of Banthine Bromide for inclusion in New and Nonofficial Remedies) 


METHANTHELINE Bromipe.— Banthine’ Bromide (Searle) 


B-diethylmethylaminoethy] 9 


Actions and Uses.— Methantheline bromide, a para- 
sympatholytic agent, produces both the peripheral 
action of anticholinergic drugs such as atropine and 
the ganglionic blocking action of drugs such as tetra- 
ethylammonium chloride. Tolerated amounts of meth- 
antheline bromide exert side effects typical of atropine- 
like drugs, but cause less tachycardia, and also less 
postural hypotension than does tetraethylammonium 
chloride. Toxic doses produce a curare-like action at 
the somatic neuromuscular junction. 

Clinical studies indicate that the drug effectively in- 
hibits motility of the gastrointestinal and genitourinary 
tracts and, to a variable degree, diminishes the volume 
of perspiration and salivary, gastric and pancreatic se- 
cretions. It also decreases mucoprotein secretion. Like 
atropine, it produces mydriasis and cycloplegia when 
applied locally to the eye or administered systemically, 
but until more clinical evidence becomes available, its 
local use for this purpose is not recommended. The 
value of the drug for preventing abnormal cardiac re- 
flexes through the vagus during thoracic surgery, or as 
an agent for routine preoperative medication in place 
of atropine, requires further investigation before final 
conclusions can be reached. 


Methantheline bromide is indicated for clinical use 
whenever anticholinergic spasmolytic action is desired, 
provided it is not contraindicated because of its atro- 
pine-like characteristics or because of a patient’s intol- 
erance to the unavoidable side effects of such therapy. 
It is useful as an adjunct in the management of peptic 
ulcer, chronic hypertrophic gastritis, certain less specific 
forms of gastritis, pylorospasm, hyperemesis gravidarum, 
biliary dyskinesia, acute and chronic pancreatitis, hy- 
permotility of the small intestine not associated with 
organic change, ileostomies, spastic colon (mucous coli- 
tis, irritable bowel), diverticulitis, ureteral and urinary 
bladder spasm, hyperhidrosis or control of normal sweat- 
ing which aggravates certain dermatoses, and control of 
salivation. 


Methantheline bromide produces some degree of 
cycloplegia and mydriasis in therapeutic doses and 


L 


ylate bromide 


therefore should not be administered to patients with 
glaucoma. It sometimes decreases the ability to read 
fine print. Xerostomia (dryness of the mouth) is a com- 
mon, sometimes transient, side effect. Urinary retention 
of varying degree may occur in elderly male patients 
with prostatic hypertrophy, and some patients may have 
difficulty emptying the rectum. Patients with edematous 
duodenal ulceration may experience nausea and vomit- 
ing during initial administration of the drug. These 
patients should take only liquids during the institution 
of drug therapy. All patients should be advised of the 
possible occurrence of side effects. Overdosage sufficient 
to produce a curare-like action may be counteracted by 
prompt subcutaneous injection of 2 mg. of neostigmine 
methylsulfate. 


Dosage.— Methantheline bromide is administered 
orally or parenterally by either the intramuscular or 
intravenous route. Parenteral administration is not 
advised for patients able to take the drug orally. The 
average initial adult dose, oral or parenteral, is 50 mg. 
For patients with considerable intolerance, 25 mg. may 
be employed. In the management of peptic ulcer, a 
beginning schedule of 50 mg. three times daily before 
meals and 100 to 150 mg. on retiring is suggested. How- 
ever, the usual effective dose is 100 mg. four times 
daily, although some patients may require more or 
less than this amount. The dosage may be increased to 
tolerance, using dryness of the mouth as a guide, and 
adjusted to meet the individual response of patients. 
Maintenance dosage in peptic ulcer is usually consid- 
ered to be about one-half the therapeutic level. In the 
management of other hypermotile or hypersecretory 
states, the dosage should be adjusted to the smallest 
amount which will relieve the symptoms. When spastic 
conditions are secondary to inflammatory or other or- 
ganic lesions, therapy directed toward the cause should 
be employed whenever possible. 


G. D. SEARLE & Co. 
Tablets Banthine Bromide: 50 mg. 
Ampuls Banthine Bromide: 50 mg. 
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in upper respiratory infections: 


“Our cases of bronchopneumonia, 
otitis media, tonsillitis, sinusitis, and 
laryngotracheo-bronchitis responded 
... rapidly to terramycin.” 
Pottertield, T. G., and Starkweather, G. A.: 
J. Philadelphia General Hosp, 2:6 ( Jan.) 1951, 


CRYSTALLINE LTERRAMYCIN HYDROCHLORIDE 


F Capsules, Elixir, Oral Drops. Intravenous, 
Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC. DIVISION P CHAS. PFIZER ®& CO. INC.. Brooklyn 6, N. ¥. 


XX11 ELAWARE STATE SMLEDICAL JOURNAL 

4 

i 3 
3 
| 
i 
4 

= 
ie : 

ist 

b 

i 
e 

4 

: 
| 

ats 


NOVEMBER, 1951 DELAWARE STATE MepICcAL JOURNAL xxi 


Vewspaper Sy N 
Printing 


satisfaction 
comes first with the baker 
where a “KNOWN bread is 
featured. Quality with us is 


never an accident but the 


An important branch 


of our business is the 


result of good intention and 
inti 
P 9 sincere effort. 


WN Freihofer’s 


of weekly and monthly 


papers and magazines 


The Sunday Star 


Printing Department 
Established 1881 


Printers of The Delaware State Medical Journal 


PARKE 


Supplier 


COFFEE TEAS 
SPICES CANNED FOODS | 


Hanger Prosthetic Appliances have brightened the present 
and the future for many amputecs. For example, Weaver 
FLAVORING EXTRACTS Nolt says: “My son, Lloyd, was a pathetic figure in a big 

hospital bed after his legs were amputated because of an 
accident. Today it’s a big and wonderful world again as he 
e gets along so wonderfully on his Hanger Legs. He walks 
without any help, and runs and pushes his wagon all over 
the farm. That other day is just a hazy memory, and we 
are so pleased things are so different than we expected 


L. H. Parke Company 
Philadelphia Pittsburgh ——HANGE umes 


334-336 N. 13th Street 
Philadelphia 7, 
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HANCE JOHN G. MERKEL 
HARDWARE CO. & SONS 


4th and Shipley Sts. P, ysicians—Hospital— 
uppties 


FRIGIDAIRE APPLIANCES 


EASY WASHERS PHONE 2-2516 


TOOLS 
BUILDERS’ HARDWARE 1208 King Street 


Wilmingt 
Tel. - Wilm. 5-6565 ilmington, Delaware 


EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


61380 


6-1380 is Brittingham’s unlisted telephone num- 
ber for the use of doctors only. . . . Phone your 
prescriptions to us and we will deliver them by 
fast motorcycle to any point in the city or sub- 
urbs. . . . No charge, of course! 


BRITTINGHAM’S 


PHARMACY 
Medical Arts Bldg. Del. Trust Bidg. 
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Baynard Optical 
Company 


Prescription Opticians 
We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


5th and Market Sts. 
Wilmington, Delaware 


FRAIMS DAIRIES 
Qual: ly Dairy 


1900 


GOLDEN GUERNSEY MILK 


Wilmington, Delaware Phone 6-8225 


Geo. Carson Boyd 


at 216 Whst 10th 
Phone: 4388 


e maintain 
prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 


To keep 
your car running 


Better Longer 
use the 

dependable friendly 
Services you find at 
your neighborhood 


Service 
Station 


Du 


NYLON SURGICAL ELASTIC 
STOCKINGS 


Unconditionally Guaranteed! 
For varicose veins, lymph 
stasis and other swollen 
or flabby leg conditions. 


At reliable surgical appliance, 


drug and dept. stores everywhere. 
JOHN B. FLAHERTY CO., Inc., BRONX, N.Y. 


Since 1898, Morufacturers -of Surgical Elastic Supports 
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FOR HIGH-PROTEIN, 
LOW-FAT DIETS eeee 


Wren treatment calls for a soft, 
bland diet rich in proteins yet 
low in fat, Sealtest Cottage Cheese 
is a food you can recommend with 
confidence. 

A safe substitute for meat, Seal- 
test Cottage Cheese has a protein 
value equivalent to that of beefsteak. 
One-third cup supplies 24.7% of the 


COTTAGE CHEESE 


REAM ADDED 


normal daily protein requirement for 
men, 28.8% for women. 

Sealtest Cottage Cheese comes 
with or without cream added. All 
Sealtest milkmen and retail dealers 
carry Creamed Cottage Cheese. “Dry 
Curd” Cottage Cheese is available to 
hospitals and institutions in five- 
pound containers. 


Enjoy instant, plentiful hot water 


With an Automatic Gas 
WATER HEATER 


For downright conven- 
ience, comfort and health 
of your family — you 
should have an ample, 
reliable supply of hot 
water! With an Auto- 
matic Gas Water Heat- 
er in your Home, you're 
sure of all the hot water 
you want, when you want 
it. For lightening house- 
hold tasks, bathing, 
cleaning, dishwashing, laundering and many 
other uses. Besides, you save time and worry, 
for you're sure of constant water tempera- 
tures at low cost. Arrange for the installation 
of an Automatic Gas Water Heater in your 
home now. Ask your Plumber, or stop in to 
see US. 


DELAWARE POWER € LIGHT CO. 
“The Feblic Apysreciates 
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ECKERD'S 
DRUG STORES 


COMPLETE 
DRUG SERVICE 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 
723 Market Street -- 513 Market Street 


900 Orange Street 
WILMINGTON, DELAWARE 


ACCIDENT e HOSPITAL e SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


PHYSICIANS 
ALL 


5 PREMIUMS SURGEONS 
COME FROM DENTISTS GO TO 
5,000.00 accidental death $8.00 
.00 weekly indemnity, accident and sickness Quarterly 
10,000.00 accidental death $16.00 
0.00 weekly indemnity, accident and sickness Quarterly 
15,000.00 accidental death $24.00 
5.00 weekly indemnity, accident and sickness Quarterly 
20,000.00 accidental death $32.00 


100.00 weekly indemnity, accident and sick- Quarterly 
ness 

ALSO HOSPITAL POLICIES FOR MEMBERS, WIVES 

AND CHILDREN AT SMALL ADDITIONAL COST 


85c out of each $1.00 gross income used for 
members’ benefits 


$4,000,000.00 $17,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection | 


of our members. 


Disability need not be incurred in line of duty—benefits 
rom the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


49 years under the same management 
400 First National Bank Building @ Omaha 2, Nebraska 


Prescription 
Perfect 


RED LABEL « BLACK LABEL 
Both 86.8 Proof 


Every drop of Johnnie Walker is made 
in Scotland— using only Scotland’s 
crystal-clear spring water. Every drop 
of Johnnie Walker is distilled with the 
skill and care that comes from many 
generations of fine whisky-making. 
Every drop of Johnnie Walker is 
guarded all the way to give you perfect 
Scotch whisky. . . the same 
high quality the world over. 


Born 1820. . . still going strong 


WALKER 


BLENDED SCOTCH WHISKY 


Vanada Dry Ginger Ale, Inc., New York,N.Y ., Sole Importer 
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George T. Tobin & Sons 


BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N.C. 3411 


A Store for... 


Quality Minded Folk 


Defense Who are Thrift Conscious 


Bonds LEIBOWITZ’S 


224-226 MARKET STREET 
Wilmington, Delaware 
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cA “Private Gospital for the ?hronically Ill 
THE MARSHALL SQUARE SANITARIUM 


WEST CHESTER, PENNSYLVANIA 


Recognized by the American Medical Association, licensed by the State of Penn- 
sylvania, member of the American Hospital Association and of The American 
Association ot Private Psychiatric Hospitals. _ 

EVERETT SPERRY BARR, M.D., ‘Director 
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We'd be the last people to urge you to spend money 
foolishly. In fact we've insisted for years that every 


woman should have a sensible cosmetic budget. The 


Luzier Service enables you to make the most of that budget. . 
Somewhere between what you want, what you need and what you 
feel you can spend, your Luzier Cosmetic Consultant will help 


you find the perfect answer. 


Lugier's Makers of Fine Cosmetics and Perfumes 


Are Distributed In Delaware By: 


Meta Mitchell W. E. Overlees 
DISTRICT DISTRIBUTOR DIVISIONAL DISTRIBUTOR 
701 West 10th Street Wilmington 16, Delaware 401 Davidson Bidg. 
Phone 2-2502 Charleston, West Virginia 
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Now Pablum |Mixed Cereal (the original 
Pablum®) shares its heritage of quality with 
three other cereals —Pablum Oatmeal (formerly 
Pabena®), Pablum Rice Cereal and Pablum 
Barley Cereal. 

An improved manufacturing process brings 
out the rich, full-grain flavor of all the Pablum 
cereals; helps them to retain freshness. 

The new Pablum packages, with the exclu- 
sive ‘‘ Handy-Pour”’ spout, provide superior 
convenience and protection. 

This newly-created Pablum family repre- 
sents Mead’s continuing efforts to provide the 
medical profession with infant cereals they 
can prescribe with confidence. 

For greater variety of flavor and wider clini- 
cal usefulness, specify the four Pablum cereals. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,I1ND., U.S.A. 
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